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Abstract
This portfolio presents the work completed towards fulfilment for the degree of 
Practitioner Doctorate in Psychotherapeutic and Counselling Psychology. My 
professional development during my training to become a counselling psychologist is 
represented across three dossiers: academic, therapeutic and research.
The Academic Dossier includes three essays. The first essay explores whether 
empathy could be a bridge for counselling psychologists to psychodynamic practice 
and includes a discussion of empathy in psychodynamic theory and practice. The 
second essay also considers relational factors, exploring whether a counselling 
psychologist can be justified putting the therapeutic relationship first in Cognitive 
Behavioural Therapy. The third essay explores how mindfulness can be used within 
Dialectical Behaviour Therapy with clients who have been given a diagnosis of 
Borderline Personality Disorder (BPD) and who also experience distressing psychosis. 
A critique of the limited definition of psychosis within the diagnosis of BPD is 
offered.
The Therapeutic Practice Dossier includes a brief description of three clinical 
placements I have worked at, including summaries of client work and other placement 
activities. The three placements each offered supervision in different 
psychotherapeutic models: person-centred, psychodynamic and cognitive behavioural. 
The dossier also includes the final clinical paper where my personal and professional 
development during training as a counselling psychologist is explored.
The Research Dossier offers three research reports: a literature review and two 
empirical studies, one qualitative and one quantitative. The literature review explores 
existing research on clients’ experiences of rupture in the therapeutic relationship. The 
first empirical study used the qualitative method of Interpretative Phenomenological 
Analysis to analyse clients’ experience of ruptures in the therapeutic alliance and 
developed two super-ordinate themes. The first theme focused on what ruptures were 
for clients, which is the loss of perceived empathy by feeling judged, not understood 
or diminished. The second theme explored how the participants experienced the 
rupture as traumatic. The second empirical study used the quantitative methods of
11
logistic and multinomial regression to enquire if working alliance, empathy and client 
attachment could predict whether ruptures were revealed, resolved, repaired or led to 
the client leaving therapy after the rupture.
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Introduction to the portfolio
This portfolio includes written work that was completed during my five years training 
as part of the Psychotherapeutic and Counselling Psychology PsychD course at the 
University of Surrey. Contained within the portfolio are an academic dossier, 
therapeutic practice dossier and research dossier. Each dossier contains papers that 
explore and represent my development as a counselling psychologist. The purpose of 
this introduction is to link the work contained within the portfolio. The introduction 
also aims to provide some information that will put the work into context.
Integrating
The work in this portfolio represents the choice I have made in my training to explore 
the therapeutic relationship. In the final clinical paper, included in the therapeutic 
dossier, I give an account of how different parts of my life experience and 
professional development are integrated or ‘stitched’ together like patches in a quilt. 
This portfolio also represents different parts of my experience divided into three areas: 
academic, therapeutic and research. They are ‘stitched’ together by a focus on the 
therapeutic relationship.
This integration was not apparent at the beginning, as the exploration in each domain 
was compartmentalised. I was initially surprised at how my research regarding 
ruptures and the importance of the therapeutic relationship helped me understand how 
to be with clients in different models, a question that I also explored in my academic 
essays. In a similar way, as I developed my therapeutic practice it became clear to me 
that the therapeutic relationship and especially empathy was something that I valued.
Rogers (1980, pp. 142-143) defined empathy as: “entering the private perceptual 
world of the other...being sensitive, moment by moment to the changing felt 
meanings.. .lay aside your own views and values in order to enter another’s world 
without prejudice.”
In clinical placements I often reflected how empathy was important to my work with 
clients. This also formed part of my academic work as I sought to explore 
relationship factors across different models. In my research, empathy was there as
part of my understanding of rupture, but it fully came into my awareness when I 
received feedback on my year two research and I realised that the sub-themes of 
clients experiencing rupture as being judged, not understood or diminished could be 
summarised by a perceived loss of empathy. This then led to exploring the role of 
empathy in the second empirical study. As I reflect on the work I have chosen to do, I 
can see how my quest for empathy, and to understand it, does permeate through the 
portfolio.
I have described how a focus on the therapeutic relationship and empathy has been 
part of my experience of training as a counselling psychologist. I have also explored 
in the final clinical paper some of the experiences that have led up to my training, and 
the integrating and development of different aspects of my personality. However, I 
would like to include in this introduction to the portfolio why relationship and 
empathy are so important to me.
As I was growing up I had two key influences; ambition to be able to provide for 
myself, and my family, and a Christian faith leading me to want to help others. These 
influences were modelled by my family, as well as taught. I had not heard of Carl 
Rogers, but the care my family showed others was empathie: entering the world of the 
other without prejudice. Even when money was tight, my parents would support 
others both practically and emotionally. However, I grew up in the general strikes of 
the 1970’s, so the need to earn and provide was also an important influence. I decided 
to work hard, get internships and launch my business career. I left the world of caring 
to others. However, I grew dissatisfied with pursuing the goals and financial 
ambitions of shareholders and yearned for a different way of being. Counselling 
psychology has facilitated my development as someone who can value the experience 
of others. I have been able to understand and leam what it means to be empathie and 
develop good therapeutic relationships. I hope that the work in this portfolio can 
reflect some of my exploration of these areas.
Academic Dossier
The Academic Dossier has three essays that were completed in my second year, fourth 
year and fifth year of academic training. Each of the essays represents a question that 
I was asking myself at the time of writing and represents ideas that I felt I needed to 
explore at that time in my development. All of the essays have been edited to take 
account of markers’ feedback where appropriate and for typographical errors.
The first essay asks: Is empathy a bridge for the counselling psychologist to 
psychodynamic practice? The essay also explores the value of empathy in 
psychodynamic theory and practice. At the time of writing the essay I was finding it 
difficult to adjust to the psychodynamic model from previously working in the person- 
centred tradition. I had a concern that my valued empathie stance was not appropriate 
and I found being in psychodynamic supervision very different from my previous 
person-centred supervision. Through writing the essay I came to realise that empathy 
can be part of working psychodynamically and how important it is to think about my 
own experiences as being either helpful or unhelpful when working with clients. I 
also came to understand the difference between reassurance that may be unhelpful and 
genuine empathy that can also include congruent challenge. More of my learning and 
awareness at this time is included in the final clinical paper in the Therapeutic 
Dossier.
My second essay also explores relational aspects between client and therapist, and 
again asked a question that I needed to explore as part of my development at that time: 
Is a counselling psychologist justified in putting the therapeutic relationship first in 
Cognitive Behavioural Therapy? Having spent two years working psychodynamically 
and developing in my practice and knowledge it was difficult to be thrown back to a 
stage of unknowing and learning lots of new techniques. In this essay I wanted to 
explore what the therapeutic relationship meant in Cognitive Behavioural Therapy 
(CBT) as I was finding the amount of techniques and methods overwhelming. I had 
one such moment with a client when I could not recall the classic model of thoughts 
connected to feelings to bodily sensations. In addition, I found as I was trying to apply 
techniques that my connection with my client felt strained. I felt like I was trying to 
‘rub my stomach and pat my head’, but in this case doing techniques whilst being
open to developments in the therapeutic relationship. During writing this essay and 
while working with clients I was able to explore the value of the therapy relationship, 
but I also began to see the helpfulness of some of the techniques. By the end of 
writing the essay I had explored academically how both technique and therapeutic 
relationship should be valued and had started to fully see how this could be achieved 
with clients.
The third essay I think differs substantially in tone. There is less exploring about how 
I could fit a model into my way of being as a counselling psychologist trainee and 
more about the client and how to work within diagnosis and manualised therapy 
protocols. The essay sought to explore the use of mindfulness in Dialectical 
Behavioural Therapy (DBT) to reduce the distress of psychosis for clients with a 
diagnosis of Borderline Personality Disorder (BPD). My impetus to consider this 
topic came when I became aware that many people with a diagnosis of BPD that I was 
hearing about, and working with, also experienced some form of psychosis. Having 
been schooled in the psychological model of psychosis as being on a continuum with 
normality, I was surprised to read in books and journals discussing psychosis as 
‘pseudo-psychosis’. The essay critically explored the diagnosis of BPD and the 
seemingly different stance on ‘pseudo-psychosis’ and psychosis. I wanted to explore 
if mindfulness could be integrated into a manualised therapy such as DBT and during 
this became aware of principles of integration and careful consideration of how to 
work with clients with multiple types of distress. The essay concludes that 
mindfulness for psychosis could be usefully integrated and I used the essay as a basis 
for a presentation at my placement team meeting. We integrated mindfulness for 
psychosis into DBT with appropriate clients. This has left me feeling encouraged that 
a client focus can be the impetus to integrating therapies that can be helpful to reduce 
client distress.
Therapeutic Practice Dossier
This dossier seeks to give an overview of my training experiences. The first section 
describes the three clinical placements I worked at during the past five years. The 
context of the placement is described, alongside general anonymised information 
about the clients I have worked with and other placement activities that I undertook. 
The final clinical paper is also included in this dossier and seeks to tell the story of my 
personal development as a counselling psychologist mostly drawing on my 
experiences with clients, in supervision and in personal therapy.
Research Dossier
The research dossier contains an exploration of clients’ experiences of rupture in the 
therapeutic relationship through three pieces of work: a literature review and two 
empirical studies. Ruptures in the therapeutic alliance are events that can be simple 
misunderstandings to other difficulties that place a strain on the relationship with the 
therapist or affect the tasks and goals of therapy. The literature review and second 
empirical study have been edited for typographical errors but otherwise remain 
unchanged. The first empirical study conducted in year two has been changed since 
the first submission to take account of markers’ feedback. The changes also represent 
my own beliefs and reflections on how the research paper could be improved and this 
included an increased idiographic presentation of the results, with each participants’ 
voice clearly signposted, and a change of name for the first superordinate theme to 
rupture as a perceived loss of empathy.
The literature review explores existing research around the topic of clients’ experience 
of rupture. The review helped me understand that clients’ experience of rupture was 
not extensively researched, despite the finding that clients’ views tend to be associated 
with successful therapy outcomes. This left me wanting to understand first-hand how 
clients experienced ruptures in therapy and so it inspired me to conduct the first 
empirical study. In the first empirical study, using the qualitative method of 
Interpretative Phenomenological Analysis, clients’ experiences of rupture in the 
therapeutic alliance were analysed and two themes emerged from the data. The first 
theme was that rupture was experienced as a loss of empathy and the second theme 
was that rupture was perceived by the participants to be traumatic. These findings left
me curious whether certain conditions could predict whether ruptures were resolved. 
This curiosity became a research question that formed the basis of the second 
empirical study in the research dossier. Using logistic and multinomial regression the 
research sought to understand if  working alliance, empathy and client attachment 
could predict whether ruptures were revealed, resolved, repaired or led to the client 
leaving therapy after the rupture. The research found support for the role of empathy 
and working alliance in predicting rupture resolution, repair and not leaving therapy 
after a rupture. However, clients revealing rupture to their therapist was not predicted. 
In addition, client attachment style did not predict any rupture resolution processes.
Taken together these pieces of work explored clients’ experiences of rupture in 
therapy from three different angles: existing research, qualitative exploration of 
meaning and quantitative analysis of predictors of rupture resolution. I would like to 
draw the reader’s attention to the self-reflection at the end of the second empirical 
report where I discuss how they connect to each other and my philosophical stance on 
the collection of this knowledge. In summary, I have tried to think about how I can be 
with clients and explore their experience, especially in the qualitative research. In 
addition, I hope to represent and give clients of therapy a voice and so he fo r  them 
across all the pieces of work (Spinelli, 2003).
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ACADEMIC DOSSIER
Introduction to the Academic Dossier
This dossier includes three essays that were written during my five years of 
counselling psychology training. The first essay explores whether empathy could be a 
bridge for counselling psychologists to psychodynamic practice and includes a 
discussion of empathy in psychodynamic theory and practice. The second essay also 
considers relational factors, but this time explores whether a counselling psychologist 
can be justified putting the therapeutic relationship first in Cognitive Behavioural 
Therapy. The third essay explores how mindfulness can be used within Dialectical 
Behaviour Therapy with clients who have been given a diagnosis of Borderline 
Personality Disorder (BPD) and who also experience distressing psychosis. A critique 
of the limited definition of psychosis within the diagnosis of BPD is offered.
Is empathy a bridge for the counselling psychologist to psychodynamic practice? 
An exploration of the value of empathy in psychodynamic theory and practice.
Counselling psychology has an emphasis on the phenomenological as well as the 
scientific (British Psychological Society, 2006). In practitioner guidelines the 
counselling psychologist is required to “1. Engage with subjectivity and 
intersubjectivity, values and beliefs; 2. To know empathically and to respect first 
person accounts as valid in their own terms.” (British Psychological Society, 2006, p. 
1). This means that an empathie approach that values clients’ subjectivity is a 
requirement of any counselling psychologist. In many counselling psychology 
courses psychodynamic theory and practice are essential factors, including the course 
at The University of Surrey. Therefore, it is important for the counselling 
psychologist to align the philosophy of the counselling psychology division with the 
key aspects of the psychodynamic approach.
What is psychodynamic therapy?
Bateman, Brown and Pedder (2000) in their introductory text on psychodynamic 
therapy acknowledge that there are many different types of psychodynamic theory and 
approaches, however they all originate from the theory and practice of Sigmund 
Freud, with some common factors identified as follows: the notion of internal conflict 
over areas of the self that seem unacceptable to the self and others; the importance of 
the unconscious in our behaviour and affect that we are not aware of; that some 
aspects of the unconscious are suppressed or denied due to the psychic pain that 
bringing them into consciousness would involve; that aspects of ourselves are formed 
in childhood through drives, either innate or relational, and that mental distress is 
caused by failures in caregivers to satisfy these drives; a model of the mind that 
includes differing psychic levels of self that include the child or primitive self also 
known as the id, an ego or conscious self and the judging self, or inner parent also 
known as the superego; the acknowledgement of multiple levels in the therapeutic 
relationship or working alliance, transference and countertransference, i.e. the effect 
of previous relationships on the client and the therapist in the therapeutic relationship; 
the process of therapy involves increasing self acceptance, bringing into 
consciousness aspects of the self that are unknown to the self and to integrate these
into the self in a relationship of trust and confidentiality, through the medium of words 
(Bateman et al., 2000). This whistle stop tour through the psychodynamic approach 
indicates that empathy is not explicit as a requirement in this field as it is in 
counselling psychology and so there is a need to dig further into the psychodynamic 
approach to assess how empathy is viewed. However, before embarking on this task, 
the role of empathy in counselling psychology and therapy will be examined.
Empathy and counselling psychology
Empathy can be defined as “the ability to share the feelings of another person.” 
(Oxford English Dictionary, 2008). A focus on empathy in counselling psychology 
can be said to originate fi-om the humanistic person-centred approach (Ashley, 2010) 
pioneered by Carl Rogers (1957). Empathy was included in Rogers’ (1957, p. 95) 
published list of “necessary and sufficient conditions of personality change through 
the medium of therapy”. There are six conditions, two of which involve empathy: 
“The therapist experiences an empathie understanding of the client’s internal frame of 
reference and endeavors to communicate this to the client. The communication to the 
client of the therapist’s empathie understanding and unconditional positive regard is to 
a minimum degree achieved.” (Rogers, 1957, p. 96).
The importance and historical place of empathy in counselling psychology has been 
explored, but this does not empirically justify the presence of empathy in person- 
centred therapy or in counselling psychology. However, in a recent meta-analysis of 
47 studies, empathy has been found to correlate with outcome, with a Cohen’s d 
correlation of 0.68: that is a medium to large effect size (Bohart, Elliott, Greenberg, & 
Watson, 2002). This is a higher correlation with outcome than specific psychotherapy 
techniques. This investigation into empathy was across different types of therapy 
including psychodynamic, CBT and humanistic therapies and so there is an indication 
that empathy is not a humanistic specific psychotherapeutic practice.
Empathy in psychodynamic theory
The role of empathy as a core aspect of psychotherapeutic practice for the counselling 
psychologist has been explored, and there is empirical support for empathy in good 
therapy outcomes. Therefore, the next task is to dig deeper into psychodynamic
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theory to examine the role of empathy. Empathy as a focus in psychodynamic work 
was a key aspect of the theory and practice of Heinz Kohut (1971, 1977, 1984) who 
proposed a theory of child development and psychodynamic therapy that has empathy 
at the centre (Mollon, 2001). He proposed that the role of the other person in 
development is to provide empathie attunement so that one’s sense of self is 
acknowledged. This need for the other is continued from birth to death and is known 
as the self-object function of the other. Kohut (1984) proposed three ways that this 
was achieved in development: mirroring, when one’s responses need affirmation from 
another; twinning, when one just needs to be alongside another performing similar 
tasks; idealising, when the other needs to fulfill a role that is idealised such as 
protecting. These self-object functions have corresponding self-object transferences 
in the therapeutic relationship such as when the client desires the analyst to confirm 
them through mirroring (Kohut, 1984).
In child development when a minor break in empathie attunement occurs, known as 
optimal frustration (Kohut, 1984), the child learns to soothe themselves, and so have a 
lesser need of the other as a self-object function. This process of being able to soothe 
one’s self is known as transmuting internalisation (Kohut, 1984). If optimal frustration 
is not available by overbearing or neglectful care-givers, then the child will not be 
able to soothe themselves and so may turn to self-harm or dissociation as a way of 
soothing, or the development of a fragile narcissist self. In the process of therapy there 
will also be instances of optimal frustration where the therapist fails to meet a self­
object function. In this way, the concept of transference, or the effect of previous 
relationships on the therapy, is less about specific individuals as in the classical stance 
on transference (Bateman et al., 2000) and more about the client’s search for certain 
emotional empathie responses that provide a self-object function. In this way the 
therapist can interpret the need for the empathie emotional response and this can be 
explored.
This developmental perspective differs from classical psychodynamic theory, which 
has a focus on innate drives that can be frustrated in development (Bateman et al., 
2000). In classical theory, when these drives are frustrated, defences such as denial 
are employed to protect the person from psychic pain (Freud, 1968, as cited in Jacobs,
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2004) and relational and the internal psychic structures are relatively unexplored 
(Adler, 1989).
Empathy and the intersubjective stance
The lack of interpersonal relational analysis in classical psychoanalytic theory has 
been criticised by supporters of the intersubjective stance (Stolorow & Atwood, 1992) 
who have also criticised self-psychology (Stolorow & Atwood, 1992). Empathy for 
Kohut was a matter of the therapist being immersed in the psychological world of the 
client (Mollon, 2001). The therapist would then step back to relate the findings of the 
introspection to the client through interpretation (Mollon, 2001). However, the 
intersubjective stance on empathy does not involve immersion and then a step back. 
Instead the focus is on the co-creation of the therapist and the client (Stolorow & 
Atwood, 1992) and the purpose is not to change the self-object functioning by 
understanding the self-object transferences, but to provide a co-constructed new 
relationship that can be assimilated into the client’s experience to draw on in the 
future (Stolorow & Atwood, 1992). The intersubjective approach criticises Kohut 
(1984) and classical psychoanalysis for what they term as the “myth of the isolated 
mind” (Stolorow & Atwood, 1992, p. 7). However, despite the criticism of self­
psychology, the intersubjective approach concurs with the need for empathie 
attunement in development and in therapy. The use of the intersubjective 
understanding of therapy has been explored using my experience with a client as 
follows (details have been substantially altered to protect anonymity):
The client had a mother who was emotionally abusive and a father whom she 
considered to be her rock. When her father left the marriage when she was 15, her 
mother was unable to cope. Her distress was subjugated to her mothers’ and her 
feelings were pushed underground: she started to self-harm which she continued into 
her 50’s. In intersubjective theory the lack of empathie attunement required the child 
to split off the pain of the trauma and disown their feelings, as the caregiver’s reality 
is the reality for the child. Self-harm is seen as reconnecting with the disowned pain. 
When this client was in her mid 40s she experienced an abusive relationship where 
once again her emotional needs were disallowed and unacknowledged. This led to an 
overwhelming anxiety. In intersubjective theory, when there is a retraumatising
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experience that re-enacts the original trauma then the emotions that are denied can be 
overwhelming and it seems that this was the situation with this client.
In therapy this client felt unable to start, with lots of breaks and illness; perhaps she 
was afraid I would disallow her emotions. The therapy only settled down when I was 
able to show empathy for her fears of starting with me and wondering if she could 
trust me. The next week she said a weight had been lifted and she was able to talk 
about sensitive material. In having to be concerned about her mother’s welfare this 
could be seen in terms of intersubjectivity as a lack of validation of her own needs 
(Stolorow & Atwood, 1992). If in therapy I could provide validation of her affect 
then this is considered to be a healing process of re-organisation of the subconscious. 
This way of seeing transference and origins of distress has been useful to me as a 
trainee counselling psychologist and honours the standards of empathy and 
intersubjectivity of the profession. The intersubjective stance allowed for the use of 
the psychodynamic principle of unconscious resistance in exploring the client’s 
difficulties and the multilayered aspect of our relationship, allowing us both to 
experience the relational aspects of the therapy (Jaenicke, 2008).
Exploring the therapist’s empathie reaction to client material 
There is, however, an area in the intersubjective stance that is not fully explored 
(Gelso & Hayes, 2007): the effect of the therapist’s relational history on their 
empathie attunement, i.e. their countertransference. When Kemberg (1965) reviewed 
countertransference literature he defined two key positions; the first is the classical 
position where the therapist has unresolved, unconscious reactions that need to be 
addressed and overcome and, secondly, the totalist view, where all the experience that 
the therapist has may be useful in the therapy. These differences in psychodynamic 
theory can be traced back to the ambiguity in Freud’s theory of countertransference 
(Tansey & Burke, 1989): “We have become aware of the ‘ countertransference ’, which 
arises in the physician as a result of the patient’s influence on his unconscious 
feelings, and we are almost inclined to insist that he shall recognise his 
countertransference in himself and overcome it.” (Freud, 1910, p. 144, as cited in 
Tansey & Burke, 1989).
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The ambiguity centred on the issue of overcoming the countertransference: was it to 
be understood and rejected, or learnt from and used in the therapy? The classical 
position argues for the former and the totalist for the latter (Tansey & Burke, 1989). 
The intersubjective stance adopts a totalistic position on countertransference (Gelso & 
Hayes, 2007) in that all the subjective self can be useful in therapy. However, this 
position can ignore the issue of not all therapist experiences and reactions may be 
helpful to therapy (Gelso & Hayes, 2007). Gelso and Hayes (2007) propose a view of 
countertransference; it is the unresolved conflict and experiences of the therapist that 
may impact the therapy. They argue that some aspects of the therapist’s past are 
inevitable, but that they need to acknowledge this and seek to understand themselves, 
without falling prey to the myth of the perfectly objective therapist. They propose that 
without awareness of the possible polluting effects of countertransference then 
empathy with the client is not possible (Gelso & Hayes, 2007) and “deep empathie 
attunement becomes confused with enmeshment” (Gelso & Hayes, 2007, p. 68). Yet 
if the therapist can notice this, and their behaviour, they can draw from their 
experiences, which the authors propose is the basis of therapist insight (Gelso & 
Hayes, 2007). This is similar to the stance proposed by Kohut of empathie immersion 
and then objective interpretation (Kohut, 1984), but acknowledges the need to be 
cautious about the therapist’s own experience when using empathie interpretation 
(Gelso & Hayes, 2007).
Empathy and classical psychoanalysis
The critique of both Kohut (1984) and Stolorow and Atwood (1992) from the classical 
psychoanalytic position is the loss of objectivity that these empathie stances require 
(Giavocchi, 2005). The classical stance on objectivity can be said to originate from 
the writings of Freud such as in the following quote: “ the emotional coldness 
demanded of the analyst is justified by the optimum conditions it ensures for both 
parties.” (Freud, 1912, as cited in Jacobs, 2004, p. 122). This objective stance has 
been seen as a way of not using empathy to falsely reassure the client (Feldman,
1993). However, it would seem that Freud was warm and empathie in therapy as 
described by a client “ I felt the tender, sad warmth of his gaze. The memory of that 
look has remained with me all my life.” (Goetz, 1975, as cited in Jacobs, 2004, p. 
122). However, this exchange was not during therapy, but on parting at the end of
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therapy and objectivity with warmth should not be confused with subjective appraisal 
of the client’s material.
The power of empathie immersion as described by Kohut (1984) and the 
intersubjective position (Stolorow & Atwood, 1992) is a way of being that is a key 
factor in successful psychotherapy (Bohart et al., 2002). The classical psychoanalytic 
position of the objective self seems to deny therapist subjectivity (Goldberg, 1999) 
which has now gained support from other fields of human enquiry, e.g. mirror neurons 
that fire in response to other’s emotions that are the same as if they were our own 
(Gallese, 2008; Wolf, Gales, Shane, & Shane, 2001) and the neurological basis of 
empathy in development (Stem, 2000). There is an undeniable turn to the relational in 
psychoanalysis, which despite some of the comments from the authors mentioned 
earlier seems to be accepted in mainstream psychoanalysis (Langs, 2005). In the same 
way that empathy is not explicit in the fiindamentals of psychodynamic theory as 
proposed by Bateman et al. (2000), there is no explicit mention of having to be 
objective. Goldberg (1999, p. 356) has suggested that: “the love affair of analysis and 
objectivity was certainly cooled, if not shattered by the central role assigned to 
empathy by Heinz Kohut and his colleagues.. .Kohut’s concentration on empathy as 
vicarious introspection indeed move psychoanalysis back into a first person 
perspective.”
Others propose that the empathie stance was lost in translation from Freud’s original 
works (Aragno, 2008). When Freud (1912, p. 140, as cited in Aragno, 2008) talks of 
the need for “sympathetic understanding” it has been suggested that this was a 
mistranslation of the word ‘einfiihlung’ which should have been translated as empathy 
(Aragno, 2008). Psychoanalysts such as Shaughnessy (1995) propose that correct 
translating would position empathy as a central concept in psychodynamic therapy.
So, in digging deeper into psychodynamic theory it seems that empathy was there all 
along.
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Counselling psychology and practicing with empathy in psychodynamic therapy 
In conclusion, counselling psychologists have a responsibility to work in an empathie 
way, valuing the subjectivity of the client (British Psychological Society, 2006). In 
psychodynamic theory empathy is not an explicit basis of theory (Bateman et al., 
2000), yet it is in counselling psychology, so to practice psychodynamically the 
counselling psychologist needs to find a way that values both traditions and 
philosophies. The emphasis of this paper was to explore whether empathy can be a 
bridge for the counselling psychologist to psychodynamic practice. The role of 
empathy in the history of counselling psychology has been supported, as has the value 
of empathy as a factor in successful psychotherapy relationships and therapy outcome 
(Bohart et al., 2002). This paper has explored the central role of empathy in the 
theory of Heinz Kohut (1971, 1977, 1984), which has been said to have “shattered” 
the objective stance of classical psychoanalysis (Goldberg, 1999, p. 356).
The role of empathy is also central to the intersubjective position (Stolorow & 
Atwood, 1992), but differs from Kohut’s self-psychology in its philosophical 
underpinning as therapy is seen as a purely intersubjective co-construction of client 
and therapist (Stolorow & Atwood, 1992). In a clinical setting the empathie stance 
and the understanding of the role of validation in therapy can be a way of enabling a 
mentally distressed client to feel able to risk relatedness (Jaenicke, 2008) in therapy as 
illustrated by the client vignette presented earlier. This approach and that of self­
psychology is compatible with counselling psychology. However, the intersubjective 
position has been criticised for not acknowledging the psychodynamic concept of 
countertransference (Gelso & Hayes, 2007) and so this needs to be taken into account 
by the counselling psychologist in their practice and in their own personal 
development. In addition, it is proposed by classical psychodynamic therapists that 
empathy should always have had a place in theory, as it was missed out of the 
translations of Freud’s writing (Aragno, 2008).
It is the task of the counselling psychologist to integrate the theory of psychodynamic 
psychotherapy with the philosophy of counselling psychology and it seems that 
empathy can be a bridge. Through exploring the role of empathy in psychodynamic 
therapy this opens up to the counselling psychologist a wealth of theory and research
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that can aid their understanding of the client and their mental distress. The 
counselling psychologist can with integrity practice psychodynamically and it is a 
matter of philosophical orientation if this is the self-psychology proposed by Kohut 
(1984) or the intersubjective stance proposed by Stolorow and Atwood (1992), or in 
fact the classical position, which has cautiously embraced empathy (Langs, 2005).
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Is a counselling psychologist justified in putting the therapeutic relationship first 
in Cognitive Behavioural Therapy?
Counselling psychologists are called to put the therapeutic relationship first in their 
practice with clients and this is made explicit in the Division of Counselling 
Psychology professional practice guidelines (British Psychological Society, 2006, p. 
1): “a firm value base grounded in the primacy of the counselling or 
psychotherapeutic relationship.” Therefore, the primacy of the therapeutic relationship 
is the key factor in any therapeutic approach that counselling psychologists use, 
including Cognitive Behavioural Therapy.
What is Cognitive Behavioural Therapy?
Cognitive Behavioural Therapy (CBT) was developed from Cognitive Therapy (Beck, 
1967, 1976; Ellis, 1962) and Behavioural Therapy (Wolpe, 1958, as cited in 
Westbrook, Kennerley, & Kirk, 2007) with a focus on addressing the distress of 
clients who have been given a diagnosis of depression. The model has broadened to 
address a greater range of mental distress (Roth & Fonagy, 2005), whilst maintaining 
a stance as a problem solving therapy (Beck, 2011). The fundamental cornerstone of 
CBT is that errors in thinking account for clients’ mental distress (Beck, 2011). I 
would like to illustrate this with an example fi*om a client I worked with, though 
details have been altered to preserve anonymity and confidentiality. With this client 
she felt that if she bought the last packet of cereal she would be responsible for a child 
going hungry, as they may only like that particular brand and their mother would not 
be able to find it. This type of concern and the behaviours associated with this, led to 
a diagnosis of Obsessive Compulsive Disorder. The work of therapy was to challenge 
this type of thinking and therefore reduce the client’s mental distress. In CBT theory 
thoughts produce emotions and behaviour that form a cycle of distress (Beck, 2011). 
For example, with this client, the emotion associated with the thought of buying the 
last packet of cereal was one of fear and the behaviour was to avoid buying the last of 
anything so the negative thought could be avoided. CBT theory also considers the 
origins of these thoughts as based on core beliefs about the world, others and 
themselves (Beck, 2011). In this client’s situation she believed that the world could be 
a dangerous place where shortages could be catastrophic, others were not able to help
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themselves and she was a greedy person who could hurt others by her actions. So in 
addition to working at challenging negative thoughts and assumptions, CBT can also 
work at identifying and challenging core beliefs that are contributing to the thoughts 
and assumptions (Beck, 2011). For this client a core belief about herself was explored 
through use of imagery and she was able to identify a scene where she felt she was 
made to feel greedy by her parents. This led to a sense of relief of understanding her 
thoughts and gave her better evidence to work with challenging the behaviours that 
were causing her distress.
The therapeutic relationship in CBT
In order for the techniques described above to be effective there needs to be a good 
therapeutic relationship (Beck, 2011). In CBT the therapeutic relationship is 
collaborative, where client and therapist work together as a team (Beck, 2011). 
However, as well as engendering collaboration, the CBT therapist is expected to be 
empathie and genuine (Beck, Rush, Shaw, & Emery, 1979). In an early handbook of 
CBT, these conditions were judged to be necessary but not sufficient for the reduction 
of mental distress and the authors even warned against over use (Beck et al., 1979). 
The conditions were said to be necessary to create the right therapeutic atmosphere for 
the use of techniques: “a mileau in which the specific cognitive change techniques can 
be applied most efficiently.” (Beck et al., 1979, p. 46). These techniques include 
collaboration, agenda setting, asking for feedback from clients, time management, use 
of questioning in an open and exploratory manner, explaining how the CBT model 
relates to distress and setting of homework (Beck et al., 1979).
The balance between technique and therapy relationship
To illustrate the issues of using techniques within a therapy relationship, I will use an 
example with a different client. Once again the details have been altered to preserve 
anonymity and confidentiality. After the first few sessions with this client I felt that 
we had done quite a lot: I had set an agenda, we had gone through homework, I had 
explained how thoughts, emotions, behaviours were linked and tried to be 
collaborative with open questions. Yet I felt very distant from the client. This feeling 
was confirmed when I read on her electronic notes that she had experienced 
difficulties that week that she had not shared with me, despite the fact that one of her
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goals was being more confident sharing with others. I felt that in being busy with 
techniques I had not been grounded in the primacy of the relationship. I was left 
feeling confused about how I could deliver technique, and yet get to know my client.
I felt a great urge to put technique aside. Would I have been justified to focus on the 
relationship or are techniques all that are required in CBT?
Although CBT techniques have been effective in reducing mental distress (Roth & 
Fonagy, 2005), there is room for improvement due to some clients not being helped; a 
meta-analysis of CBT therapies indicated that 46% of clients had not improved after 
therapy and the effects did not last for 63% of clients (Westen & Morrison, 2001). 
Premature termination, i.e. leaving therapy early, in CBT has been found to affect 
20% of therapies (DeMaat, Dekker, Schoevers, & DeJonghe, 2006). In addition, the 
mechanism of change in CBT, theorised to be cognitive restructuring, has an evidence 
base that is considered to be “patchy” (Westbrook et al., 2007, p. 19). A focus on the 
therapeutic relationship could improve on some of these outcomes and so may well 
have been justified with the client described in the previous paragraph, but what 
counts as justification?
Counselling psychology has an emphasis on phenomenology (Manafi, 2010), i.e. the 
valuing of client’s meaning and experience (British Psychological Society, 2006). 
From this stand-point prizing other’s accounts of their lives is a priori accepted; there 
needs to be no empirical evidence to support this. It is justified on philosophical and 
ethical grounds to prize the other and put the relationship with them first. However, 
the counselling psychologist, as well as being a reflective practitioner, is also called to 
be a scientist practitioner and to value empirical support for theory (British 
Psychological Society, 2006). Therefore justification for the primacy of the 
therapeutic relationship needs to be on empirical grounds as well as phenomenological 
grounds.
Empirical support fo r  the therapeutic relationship in CBT
Support for the role of the therapeutic relationship in CBT can be found in research 
that seeks to compare an integrated version of CBT (ICT) for depression that 
explicitly focuses on relationship development and repair, with standard CBT
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(Constantino et al., 2008). This study found that ICT had significantly higher clinical 
improvements compared to the CBT therapy. The therapists in ICT were rated as 
more empathie and the therapeutic alliance was also rated higher. Therapeutic 
alliance can be a useful way of thinking about the therapeutic relationship in CBT, or 
other therapies, and has been described as the agreement on tasks, goals and the bond 
between client and therapist (Bordin, 1979). The therapists in ICT would break off 
from the techniques of CBT when the post-therapy therapeutic alliance or empathy 
ratings were reduced, known as a ‘rupture’. The repair of the alliance was then 
enabled by an exploration of the rupture and once the rupture was repaired the 
therapists returned to using CBT techniques.
In addition to relationship focused CBTs there have been parallel developments of 
CBT models that seek to use ruptures to explore client difficulties and therapist 
mistakes in the ‘here and now’ of the therapy relationship (Safran & Segal, 1990;
Tsai, Kohlenberg, Kanter, Holman, & Loudon, 2012). However, this focused use of 
relationship has not been widely adopted by CBT therapists, as a recent review of 
Randomized Control Trials in CBT found that only 0.01-0.04% of sessions had 
explored the therapy relationship (Kanter et al., 2009). So whilst there is justification 
for the importance of the therapy relationship it has not found its way widely into 
CBT practice, other than as a backdrop for effective techniques.
The role of relationship factors, though not sufficiently attended to in CBT (Thwaites 
& Bennett-Levy, 2007), is an empirical reality that cannot be ignored (Castonguay, 
Constantino, McAleavey, & Goldfiied, 2010). The role of empirically supported 
therapy relationships has gained momentum (Norcross & Lambert, 2011) and meta­
analyses have concluded that therapeutic alliance is a key factor in successful therapy 
outcome across different therapy modalities, including CBT (Horvath, Del Re, 
Fluckiger, & Symonds, 2011). In addition, empathy has been found to account for 9% 
of therapy outcome variance in all therapy modalities, including CBT (Elliott, Bohart, 
Watson, & Greenberg, 2011). This builds on previous findings indicating that 
empathy in CBT has been found to impact on therapeutic outcome in addition to 
technique (Bums & Nolen-Hoeksema, 1992). Therefore, the therapeutic relationship 
is supported by this empirical data as a factor in successful therapy outcomes.
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The growing importance o f the therapeutic relationship in CBT 
As CBT has developed to be used with clients with more complex forms of distress 
there has been an increasing need to focus on the therapeutic relationship, driven by 
the need to address the issue of non-collaboration (Beck, 2005). For example, in CBT 
for clients who have been given a diagnosis of a personality disorder (PD) non­
collaboration is seen as something that is more likely to occur (Beck, Freeman, & 
Davis, 2004). Difficulties in the therapeutic relationship in CBT for PD are 
conceptualised in two ways; as issues of collaboration, but also with an added 
dimension of emotional reactions that are based on client’s previous relationships that 
can be helpfully used in understanding the client (Beck et al., 2004).
With a client who had been given a diagnosis of a PD (once again details are altered to 
protect anonymity and confidentiality), I was able to use our relationship to explore 
her difficulties as one day she told me that she could not tell me about something. We 
then stopped thinking about examples outside of the therapy and focused on the here 
and now of her discomfort with talking to me. It became clear that her reluctance was 
due to her concern that I would think badly of her if she told me what she thought.
The relationship and open questioning enabled me to identify core beliefs that were 
part of her current mental distress. Therefore, it was justifiable to use the relationship 
as primary in this instance as to ignore this would not have been helpful to the client.
As well as developments in attending to the relationship in CBT there has been an 
expansion in the types of cognitive behavioural therapies such as Dialectical 
Behaviour Therapy (DBT, Linehan, 1993). DBT is an integrative therapy that has 
been developed to reduce the mental distress of clients who have been given a 
diagnosis of Borderline Personality Disorder (BPD). In DBT, the therapeutic 
relationship is seen as important in four key areas. The first two are technique 
orientated: for the effective use of techniques and as a reinforcer in terms of 
behaviour. The second two areas go deeper than traditional CBT and focus on the 
relationship being reparative: “the experience of being genuinely accepted and cared 
for and about is of value in its own right” (Linehan, 1993, p. 98) and also life saving: 
“with a highly suicidal patient, the relationship with the therapist is at times what 
keeps her alive when all else fails.” (Linehan, 1993, p. 98).
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Key to DBT is the dialectic, or balance, of acceptance of the client and their distress, 
based on humanistic principles, with change techniques. When I first started 
practicing DBT I was over-awed by the amount of techniques I had to master, such as 
behavioural analysis, skills training, and how much I needed to get through in the first 
session. Yet I found that as I became familiar with the techniques they did not get in 
the way of relationship development. I was able to communicate acceptance and 
warmth as well as using DBT techniques. In this situation it was not ‘either, or’, but 
‘both, and’.
For clients who have been given a diagnosis of BPD, negative thoughts about the self 
can be focused on fears of abandonment as well as strongly held negative self- 
concepts (Bedics, Atkins, Comtois, & Linehan, 2012). It is theorised in DBT that the 
therapeutic relationship contributes to addressing these negative self-concepts (Lynch, 
Chapman, Rosenthal, Kuo, & Linehan, 2006). A recent study found that clients who 
went through a DBT programme had significantly less self-hostility than clients who 
were in a non-cognitive behavioural therapy (Bedics et al., 2012) i.e. cognitive change 
did occur. DBT therapists in line with this approach were found to balance warmth 
and challenge compared to the therapists in the other condition who tended to be 
warm and affirming. This research does seem to indicate that the therapeutic 
relationship and techniques can be used together to maximum effect in a cognitive 
behavioural therapy such as DBT.
Therapy relationship versus technique
So is a counselling psychologist justified in putting the therapeutic relationship first in 
CBT? It seems that the empirical evidence considered here supports that it is justified, 
both empirically and philosophically. However, this way of thinking can be said to 
form part of the “culture wars in psychotherapy” (Norcross & Lambert, 2011, p. 3), 
which argue for relationship over technique and vice versa. This discourse of ‘war’ 
can be readily found in counselling psychology literature (Boucher, 2010). Though it 
is useful to separate the successful ingredients of therapy, such as techniques and 
therapy relationship (Norcross & Lambert, 2011), as this essay has, it is not useful to 
do this in practice with clients and can be seen as a “fatal flaw” (Norcross & Lambert, 
2011, p5). What is justifiable may not always be advisable.
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Client focus rather than relationship versus technique
When there is a pull to decide which is more important: technique or relationship, this 
can lead to the loss of focus on the uniqueness of the client (Norcross & Lambert,
2011). The subjective experience and valuing of the individual experience of the 
client is key for counselling psychologists (Rafalin, 2010). In the practice of CBT 
there is a danger of the client getting lost in the plethora of techniques (Boucher, 
2010). Yet, ignoring techniques to focus on the relationship may not be what clients 
wish for either.
The focus on the client is likely to lead to the tailoring of therapy in regards to both 
techniques used and the therapeutic relationship. This way of working is developing 
its own strong empirical foundation as a recent meta-analysis of adapting therapies to 
clients preferences, coping styles, expectations, attachment style and spirituality 
indicated that “an effective psychotherapist is one who employs specific methods, 
who offers strong relationships, and who customises both treatment, methods and 
relationship stances to the individual person and condition” (Norcross & Lambert,
2011, p. 17). This pluralistic stance (Cooper & McLeod, 2007) is one that is 
compatible with the client-centred approach in counselling psychology. In addition, 
increasingly in CBT there is a growing awareness of the need to develop the 
therapeutic relationship as well as technique, “Fostering the quality of the relationship 
can thus be viewed as a legitimate treatment goal, even in CBT.” (Grosse Holtforth & 
Castonguay, 2005, p. 444) and ideas for training therapists in empathy skills have 
been proposed by leading CBT trainers (Thwaites & Bennett-Levy, 2007).
So is a counselling psychologist justified in putting the therapeutic relationship first in 
CBT? The answer seems to be yes and no. Yes: It can be justified both 
philosophically and empirically. No: It is important to focus on client needs and a 
balance between technique and relationship. The importance of the therapeutic 
relationship in CBT can be supported and new cognitive therapies such as DBT bring 
new ideas about how the therapeutic relationship can enrich therapy for clients. 
Counselling psychologists working in CBT can work in a client-centred way, which 
will involve a careful synthesis of technique and therapeutic relationship.
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Exploring the use of mindfulness in Dialectical Behavioural Therapy to reduce 
the distress of psychosis for clients with a diagnosis of Borderline Personality 
Disorder
Jane* enters the room and we smile at each other and both sit down. She tells me that 
things are bad as last night she cowered in the comer of her room. A voice she calls 
Sally was shouting at her. She tells me how scared she was and that when she got a 
knife and cut herself the voice stopped. This is the third time she has self-harmed this 
week after hearing Sally, a voice that no one else hears.
Jane* is not a particular client but is a combination of clients I have worked with and 
clients I have read about who have a diagnosis of Borderline Personality Disorder 
(American Psychiatric Association. Diagnostic and statistical manual of mental 
disorders. Text revision, 2000). This paper argues that the diagnosis of Borderline 
Personality Disorder (BPD) does not fully take into account the distressing psychosis 
that many clients like ‘Jane’ experience. The paper will then propose that 
mindfulness could be used with clients who have a diagnosis of BPD and who also 
experience distressing psychosis.
The diagnosis o f BPD
First the paper will consider the type of distress that may lead to a diagnosis of BPD: 
self-damaging behaviour when feeling rejected, losing and gaining relationships very 
quickly, being unsure about who they are, having impulsive behaviours such as 
drinking excessively, self harming and/or suicide attempts, having low and high 
moods within the space of a few days, feeling empty inside, displaying anger and 
mentally distancing themselves from reality, i.e. dissociating. BPD is diagnosed when 
the person experiences at least 5 out of the following 9 criteria:
1. Frantic efforts to avoid real or imagined abandonment.
2. A pattem of unstable and intense interpersonal relationships characterized by 
altemating between extremes of idealization and devaluation.
3. Identity disturbance: markedly and persistently unstable self-image or sense of 
self.
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4. Impulsiveness in at least two areas that are potentially self-damaging.
5. Recurrent suicidal behavior, gestures, or threats, or self-mutilating behaviour
6. Affect instability due to marked reactivity of mood.
7. Chronic feelings of emptiness.
8. Inappropriate, intense anger or difficulty controlling anger.
9. Transient, stress-related paranoid ideation or severe dissociative symptoms.
ipSM-IV-TR, 2000, p. 710)
Diagnosis using the DSM-IV-TR (2000) and other diagnostic manuals have been 
criticised as unifying different types of distress into one type of ‘illness’ (Bentall, 
2010). BPD is not a unitary concept, as people need to demonstrate distress that meets 
5 of 9 criteria, therefore different people will fulfill different criteria. Other criticisms 
of BPD diagnosis focus on the gender bias of mostly women diagnosed (Hartung & 
Widiger, 1998) and the lack of developmental and environmental factors in 
understanding the cause of clients’ distress (Linehan, 1993). So when a client is in a 
therapy room with this diagnosis, they are likely to have some shared experiences to 
others, but their own story will be unique.
Dialectical Behaviour Therapy and BPD
Dialectical Behaviour Therapy (DBT, Linehan, 1993) focuses on the shared 
experiences of people who self-harm and who also have difficulties in emotional 
regulation. DBT has empirical support for reducing self-harm, suicide attempts, 
reducing in-patient stays as well as other distresses such as low mood and anger 
outburst (Koons et al., 2001; Linehan et al., 1999).
The focus in DBT is on learning to regulate emotions without resorting to self- 
harming behaviours. The therapy is for 15-18 months and is delivered by group skills 
training and individual therapy. Clients learn skills of: (i) distress tolerance without 
resorting to self-harm, (ii) emotional regulation such as emotional awareness and 
ways to reduce emotional vulnerability, (iii) interpersonal effectiveness and 
(iv) mindfulness (Linehan, 1993). DBT proposes emotional dysregulation is caused 
by the interaction between social factors, biological factors and an invalidating
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environment; hence the therapeutic relationship and the use of validation, balanced 
with change strategies, are at the heart of the therapy. Back to clients like Jane, they 
do have difficulties in managing emotions so DBT may be helpful, yet they also 
experience hearing voices, and this distress is not specifically addressed in DBT. So 
how are these distressing experiences taken into account in the diagnosis of BPD?
Psychosis and BPD
A BPD diagnostic criterion includes: “transient, stress related paranoid ideation or 
severe dissociative symptoms” and “identity disturbance” {DSMIV-TR, 2000, p. 710). 
These terms cover a range of distress that can include psychosis (Bamow et al., 2010). 
Psychosis is an umbrella name for unusually held beliefs, known as delusions and 
experiences such as voices, touch, taste, smell and seeing things that are not directly 
caused by external stimuli, sometimes known as anomalous experiences (Chadwick, 
2006).
As the BPD diagnostic criteria includes some psychotic experiences, such as paranoid 
ideation and identity disturbance, it is no surprise that people with a diagnosis of BPD 
have experiences that fall under the category called psychosis. In fact studies have 
indicated that psychotic symptoms often occur in people with a diagnosis of BPD 
ranging from 24% (Pope, Jonas, Hudson, Cohen, & Tohen, 1985, as cited in Bamow 
et al., 2010) to 75% (Zanarini, Gunderson, & Frankenburg, 1990, as cited in Lieb; 
Zanarini, Schmahl, Linehan, & Bohus, 2004). In addition, studies indicate that 27% 
of people with a diagnosis of BPD take psychotropic medication (Zanarini, 
Frankenburg, Hennen, Reich, & Silk, 2004). Therefore it is likely that at around 25% 
of people with a diagnosis of BPD experience psychosis, but is the psychosis 
somehow different in people with and without that diagnosis?
Is psychosis different for people with and without a diagnosis o f  BPD?
Back to the BPD diagnostic criteria and the two key phrases relating to psychosis:
(i) ‘transient’ and (ii) ‘dissociative symptoms or paranoid ideation’. There seems to 
be a qualitative difference suggested of the psychosis of people with BPD compared 
to people with psychosis: in the transient versus permanent nature of the psychosis 
and in the type of psychosis. For example, there is no mention in the diagnostic
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criteria about delusions or hallucinations other than paranoia. In BPD these psychotic 
experiences tend to be categorised as pseudo-psychosis (Lieb et al., 2004; Zanarini et 
al., 1990, as cited in Lieb et al., 2004). Psychoses that are considered “genuine” are 
stated to be part of another diagnosis such as psychotic depression (Lieb et al., 2004, 
p. 453). However, there is a small body of literature that challenges this assumption; 
Level and frequency of psychosis have been found to be the same in people with a 
diagnosis of psychotic disorder and people with a diagnosis of BPD (Glaser, van Os, 
Thewissen, & Myin-Germeys, 2010) and psychotic symptoms can be continuous in 
people with a diagnosis of BPD (Yee, Komer, McSwiggan, Meares, & Stevenson,
2005). In addition, studies have also found that paranoid ideation is not the only 
psychotic symptom that people with a diagnosis of BPD experience, as auditory 
hallucinations can be present (Glaser et al., 2010; Yee et al., 2005). So it seems there 
is little evidence to support a categorical difference between the psychoses 
experienced by people with a diagnosis of BPD and those with different diagnoses.
DBT and clients who experience distressing psychosis 
Jane and others with a diagnosis of BPD may be placed on a DBT therapy 
programme, as it is one of a range of therapies that has empirical support to reduce 
self-harming behaviours (Roth & Fonagy, 2005). As discussed, it is likely that 25% of 
clients taking part in DBT may experience psychosis and yet DBT is mute on the 
topic. Marsha Linehan, pioneer of DBT, also co-wrote the paper that described 
psychosis as ‘quasi’ in a diagnosis of BPD compared to ‘genuine’ in psychotic 
depression (Lieb et al., 2004) and clients with psychosis were excluded from the 
randomised controlled trials that provide empirical support for DBT as a therapy 
(Linehan, 1993). The naming of this BPD type psychosis as ‘quasi’ or ‘pseudo’ 
compared to ‘genuine’ seems to ignore a major part of this group of clients’ distress 
(Bamow et al., 2010).
Depending on their gender (Hartung & Widiger, 1998) or who diagnosed them 
(Becker & Lamb, 1994), a client may arrive at a particular service such as a psychosis 
service, but not get any help with emotion regulation, or clients like Jane arrive at a 
Personality Disorder service and not receive specific help with their distressing 
psychosis. Qualitative research indicates that this can lead to a feeling of “muddling
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through” their interaction with mental health services (Thérien, Tranulis, Lecomte, & 
Berube, 2012, p. 67). A feeling of ‘muddling through’ is not something that is likely 
to be helpful for clients like Jane, but what could be helpful? The next part of this 
paper will explore how psychological models of psychosis and use of mindfulness 
could be used to work with clients such as Jane.
Psychological models and continuum o f psychotic experiences 
Psychological models, backed up by empirical studies, have proposed that psychosis 
is a continuous concept that scales upwards from ‘normal’ experience (Verdoux & 
van Os, 2002). Experience of psychosis in the psychological model is only considered 
problematic if the person finds it distressing (Chadwick & Birchwood, 1994). It is not 
important whether the experience is called psychotic elements, pseudo-psychosis or 
psychosis if the therapeutic approach considers all these distresses as on a continuum. 
Various therapies have been developed that seek to reduce the distress of psychosis by 
focusing on the appraisal of the anomalous experience such as Cognitive Behavioural 
Therapy for psychosis (Chadwick & Birchwood, 1994).
Exploring the possibility o f  using mindfulness fo r  psychosis in DBT 
Back to clients like Jane and DBT. How could therapists work with clients’ individual 
experiences without abandoning DBT? Linehan (1993) proposed that other 
therapeutic ideas could be integrated into DBT as long as it done in a “thoughtful, 
theoretical consistent manner” (Linehan, 1993, p. 370). As DBT has a focus on 
mindfulness it may be that other therapies using mindfulness for psychosis could be 
usefully integrated. Two therapies that use mindfulness for distressing psychosis are 
Person Based Cognitive Therapy (PBCT, Chadwick, 2006) and Acceptance and 
Commitment Therapy (ACT) for psychosis (Hayes, Strosahl, & Wilson, 1999).
Mindfulness is a practice developed from Buddist meditation, but can also be found in 
the Christian-Judeo tradition (Linehan, 1993). Developing this skill is the focus of 
various therapies for reducing stress (Kabat-Zinn, 1990), working with clients with a 
diagnosis of depression (Segal, Williams, & Teasdale, 2002), and is a key part of 
DBT, PBCT and ACT. The varying practices and definitions of mindfulness have 
been challenged as being unhelpful in developing an empirical base to understand the
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function of mindfulness (Dimijian & Kleiber, 2013; Dimijian & Linehan, 2003), but it 
also seems that there are usually two aspects to the skill: development of being able to 
direct attention to the present moment, and to be able to take a non-judgmental stance 
(Davis & Kurzban, 2012).
Mindfulness practice has empirical support for lowering body stress reactions such as 
heart rate and blood pressure (Walsh, 1993, as cited in Davis & Kurzban, 2012) and 
increasing thinking ability (Chiesa, Calati, & Serretti, 2011; Perry, Potterat, & Braff, 
2001, as cited in Davis & Kurzban, 2012; Soler et al., 2012). Mindfulness also has 
support for increasing sustained attention and the ability to direct attention (Chambers, 
Chuen Yee Lo, & Allen, 2008). So mindfulness has been used to help with other types 
of distress, but what about psychosis? Previous literature has warned against the use 
of mindfulness with clients experiencing psychosis (Deatherage, 1975, as cited in 
Chadwick, 2006; Yorston, 2001). However, a recent study has found no adverse 
effects, with clients finding the experience helpful with no negative outcomes (Brown, 
Davis, LaRocco, & Strasburger, 2007). So, a cautious consideration of integrating 
mindfulness for psychosis could be helpful.
Person based cognitive therapy for psychosis
Person Based Cognitive Therapy (PBCT, Chadwick, 2006) was developed fi*om the 
CBT model (Chadwick & Birchwood, 1994). The psychosis experience such as the 
voice of Sally is considered a sensation. The focus is on reducing the distress of the 
sensation and psychosis is considered to be on a continuum with normal experience 
(Verdoux & van Os, 2002). PBCT uses mindfulness as part of a integrated model that 
uses radical collaboration, working with the client through supported learning, 
developing self-acceptance and meta-cognition, i.e. thinking about experience 
(Chadwick, 2006).
Mindfulness in PBCT is defined as: “a way to enhance emotional, psychological and 
physical wellbeing by learning to be aware and accepting of all experience.” 
(Chadwick, 2006, p. 83). Mindfiilness is taught in a very specific way: in groups with 
a strong emphasis on the relational and therapeutic environment, mindfulness 
exercises are maximum 10 minutes long, clients remain seated and no long periods of
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silence are used. After the exercise clients discuss and reflect on their experiences to 
develop de-centered awareness and meta-cognitive insight.
Qualitative research supports the positive experience of PBCT as it seems to increase 
awareness of psychosis in a non-judgmental way and also gives clients a sense of 
reclaimed power over the psychosis, leading to increased self-acceptance (Abba, 
Chadwick, & Stevenson, 2008). Quantitative research indicates reduced distress 
levels and higher personal functioning (Chadwick, Hughes, Russell, Russell, & 
Dagnan, 2009; Chadwick, Taylor, & Abba, 2005; Taylor, Harper, & Chadwick, 2009).
Acceptance and Commitment Therapy fo r  psychosis
A further therapy that has mindfulness as an important factor is Acceptance and 
Commitment Therapy for psychosis (ACT, Hayes et al., 1999). ACT focuses on 
working with clients to support them moving towards their valued goals, though 
clients do report a reduction in distress and psychosis sensations (Bach, Gaudiano, 
Pankey, Herbert, & Hayes, 2006). There is a strong emphasis on the therapeutic 
relationship and a view that psychosis is on a continuum with ‘normal’ experience.
In ACT, mindfulness is focused on being present, acceptance and the use of cognitive 
diffusion, i.e., that thoughts are thoughts, not something that needs to be fused with 
the self. The therapy takes part in a group setting where clients are asked to non- 
judgmentally observe the psychosis sensation as an event that can pass. Again there is 
a small amount of empirical support for reduced distress and social impairment 
including reduced rehospitalisation (Bach & Hayes, 2002; Guadiano & Herbert,
2006).
Integrating mindfulness into DBT
It seems that both these models have a strong focus on therapeutic relationship, the 
use of groups, a view that psychosis is on a continuum with everyday experience and 
a focus on reducing the impact of the distressing sensation. In addition, both have 
mindfulness as an embedded practice adapted to be suitable for clients experiencing 
distressing psychosis. These similarities extend to DBT regarding the importance of
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the therapeutic relationship, a focus on mindfulness and use of groups and so 
integration may be possible.
However, apparently creative and useful ideas still need a critical eye passed over 
them. Dimidjian & Kleiber (2013, p. 57) propose that we are “mindful about the use 
of mindfulness”. It is not clear how mindfulness helps reduce distress and it is 
possible that it is other factors such as the use of shared mindful experiences that 
enhance the therapeutic relationship, or the experience of being in a group, as most 
mindfulness therapies take place in a group. Other authors suggest that mindfulness 
works as an exposure technique (Brown et al., 2007). In addition, mindfulness needs 
careful translation in non-dominant cultures (LaRoche & Lustig, 2013) and differing 
social situations (Bach et al., 2006).
Despite these caveats, it may be possible to use some of the learning from PBCT and 
ACT to extend the use of mindfulness in DBT to address distressing psychosis. In 
DBT the use of mindfulness is cultivated particularly to tolerate distress, especially of 
emotions that are considered to be sensations that come into awareness. The idea in 
PBCT and ACT that psychoses are also sensations gives a common understanding for 
using mindfulness to tolerate the distress of psychosis. Therefore, integrating the 
learning from PBCT and ACT not to use long periods of silence, to use diffusion and 
acceptance of the sensation of the voice could be used to enhance DBT for clients like 
Jane.
Using these techniques means that mindfulness can be used with clients like Jane for 
emotional regulation and for tolerating voices and other distressing experiences. In 
addition, linking the role of psychosis with self-harm, if that was found to be the case, 
would be validating the client’s distress, as this synthesis would mean they were no 
longer in two separate ‘treatment’ boxes. It seems that exploring the use of 
mindfiilness with clients who have a diagnosis of BPD and who experience distressing 
psychosis could be helpful. To ignore the distressing psychosis that a group of people 
experience invalidates their distress. There is no need to ‘muddle through’ when 
mindfulness is a core part DBT. It seems there can be a client-centered way of 
integrating mindfulness thoughtfully and consistently.
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Introduction to the Therapeutic Practice Dossier
This dossier explores my therapeutic practice. I have undertaken three clinical 
placements over a time period of five years during my training, and within the dossier 
each is briefly described. Each placement offered supervision in different 
psychotherapeutic models: person centred, psychodynamic and cognitive behavioural. 
The dossier also includes my final clinical paper in which I seek to relate how I have 
developed both personally and professionally as a counselling psychologist.
My therapeutic practice was also assessed by submitting process reports, log books for 
each academic year and placement reports written by my placement supervisors. 
However, in order to preserve confidentiality agreements these pieces of work are not 
included in the dossier, but were submitted in an appendix for the perusal of the 
examiners.
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Description of clinical placements 
First year placement
November 2008 to August 2009
The placement was in a psycho-oncology support team in a teaching hospital, part 
funded by a charitable trust, within the NHS. The department was headed up by a 
consultant clinical psychologist and the team included a clinical health psychologist, a 
counselling psychologist, psychotherapists and counsellors. There was also a 
consultant liaison psychiatrist working part-time in the team, should the client require 
psychiatric input or psychopharmacology. The client group were adult patients or 
carers with a diagnosis of cancer being treated by the NHS trust. One of the 
psychotherapists worked with the children of parents who have cancer.
The service typically offered 8 weeks of therapy from varying theoretical backgrounds 
including CBT, person-centred and existential. The length of therapy offered was 
subject to extension or reduction depending on the needs of the client. The work was 
mostly with outpatients, but there was also work with in-patients. The service also 
offered psychological support in groups that were organised around the type of cancer 
diagnosis. The referrals to the service were mostly from hospital-based staff such as 
clinical nurse specialists or hospital doctors. The client could also self-refer.
Over the period of time that I was in this placement I worked with 14 different clients. 
They ranged in age from 21 to 79 and included both men and women. The clients 
were either suffering from cancer or had been treated for cancer. Three of the clients 
were relatives of people who had been given a cancer diagnosis. One client came 
from the Middle East, one was Afro-Caribbean and one was mixed race, the others 
were white British. One client was a male homosexual; the other clients indicated they 
were heterosexual. None of the clients were registered disabled. As well as individual 
client work, I also co-facilitated a weekly cancer patients group with a clinical nurse 
specialist. I also attended other cancer patient groups as an observer.
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My therapeutic practice was in the person-centred approach and I had weekly 
supervision with a counselling psychologist. In supervision I would present my work 
with the clients and we would discuss how I could best work with them and other 
issues related to my development as a counselling psychologist. I also attended the 
team meetings where new referrals and possible risk issues were discussed.
As well as clinical work I also conducted an evaluation project of the service working 
with the consultant psychologist. After this project I redesigned the client service 
questionnaire, which was presented as a draft to the team.
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Second year placement
September 2009 to September 2011
The placement was in a secondary care NHS psychotherapy service that had a strong 
psychodynamic approach to care. The clients tended to have experienced moderate 
mental distress and were likely to have a psychiatric diagnosis such as depression, 
anxiety or traits of personality disorders. The clients were referred to the service from 
primary care or the Community Mental Health Team (CMHT). The service offered 
clients long-term psychodynamic therapy for up to 40 weeks. The team comprised of 
a consultant psychotherapist, two psychotherapists and a team administrator, as well 
as trainees from counselling psychology and psychoanalytic training.
At this placement I worked with six clients, three of whom were men. The age ranges 
were from 38 to 48 years. The clients were not culturally diverse: one client was of 
mixed race, one was white African and one client was homosexual. None of the 
clients were registered disabled. I was able to work with three clients for long-term 
therapy ranging from 27 to 41 sessions. One client left therapy after 11 weeks to 
move abroad and two clients left therapy as they felt that it was not right for them at 
that time.
During this placement I worked psychodynamically with the clients and was 
supervised by a psychoanalytically trained supervisor for weekly supervision. During 
each supervision I would present a verbatim account of the therapy that I had recalled 
from memory for discussion about alternative responses I could have made and other 
issues relating to the client work and my development as a therapeutic practitioner.
For around half the supervision sessions a psychoanalytic trainee presented her client 
verbatim and I was able to comment and discuss these in addition to my own client 
work.
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Third year placement
September 2011 to December 2013
The placement was in a specialist Outpatient National Health Service Personality 
Disorder Service. The service delivered tertiary care to clients who had been given a 
diagnosis of a personality disorder. As well as consulting to Inpatient Services and 
Community Mental Health Recovery Services (CMHRS) regarding optimum care 
pathways, the service also delivered therapeutic interventions, including Dialectical 
Behaviour Therapy for clients with a diagnosis of Borderline Personality Disorder, 
Cognitive Behavioural Therapy, Acceptance and Commitment Therapy, Functional 
Analytic Psychotherapy and Cognitive Analytic Therapy. Referrals were from 
CHMRS. The department was led by a consultant clinical psychologist and the team 
included a forensic psychologist, a counselling psychologist, an assistant psychologist 
and a community psychiatric nurse.
During this placement I worked therapeutically with four individual clients. Two with 
Dialectical Behaviour Therapy (DBT), one with Cognitive Behavioural Therapy 
(CBT) for personality disorders and one with Functional Analytic Psychotherapy 
(FAP). The clients were not culturally diverse: they were all heterosexual and white 
British. One client was male and their ages ranged from 21 to 28 years. DBT was 
offered as a 15-month programme of individual therapy, group skills training and 
telephone consultation. I attended the trust four-day DBT training course and passed 
the DBT written examination. As a DBT therapist I was expected to attend a weekly 
consultation meeting where my dilemmas regarding my clients were discussed by the 
team. As well as this weekly meeting I also received weekly supervision from the 
consultant clinical psychologist where specific client issues were discussed as well as 
my development as a counselling psychologist. The CBT and FAP therapies were 
offered as 6-8 month programmes and I also reviewed my work with these clients in 
weekly supervision. At the end of therapy I wrote discharge letters to the clients and 
copied in the referrer and GP.
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In addition to individual client work I was also co-led the weekly DBT group skills 
training for 15 months and worked with 6 clients over this time: two male and four 
female who had been given a diagnosis of Borderline Personality Disorder. I also 
trained in psychometric testing and conducted the tests with five clients. The tests 
were: Millon Clinical Multi-axial Inventory III, Becks Scale for Suicide Ideation, 
Brief Symptom Inventory, Clinical Outcomes in Routine Evaluation (CORE) and the 
Dissociative Experiences Scale. As well as conducting the tests, I also gave feedback 
to the clients and received supervision on the interpretation of the results and trained 
an assistant psychologist in administering the tests.
I also conducted a SCID-II over 7.5 hours with a client presenting with complex 
distress and the potential for high-risk behaviours. The assessment was conducted 
with the team principal psychologist. I wrote up the assessment and formulation 
report for presentation to the multi-disciplinary team and received supervision and 
input fi*om the team consultant clinical psychologist. I also conducted a screen for the 
diagnosis of Borderline Personality Disorder.
During my time on this placement I also presented the service to two CMHRS, 
attended care plan meetings with clients who I was working with individually and 
attended two case consultation meetings where CMHRS presented clients to the 
personality disorder referral team for input to their care. I also researched and 
presented a presentation to the DBT team on working with clients who are 
experiencing distressing voices within the DBT model. In addition, I prepared two 
presentations on DBT and ACT to be delivered by the team to a trust conference.
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Final Clinical Paper 
How to make a counselling psychologist
The title of this paper, ‘How to make a counselling psychologist’ was inspired by the 
film, ‘How to make an American quilt’ (Moorhouse, Pillsbury, & Sanford, 1995) and 
seeks to explore how I feel I was ‘made’ into a counselling psychologist. The film 
came to mind as I was looking through my reflective diary and I thought: what am I 
going to make of all these scraps? The idea of disparate parts of the self coming 
together to make something is my abiding memory of the film. The lead character 
was struggling with who she was. In the film the characters stitch a quilt that is not 
perfect, but it is a creation of individuals, themselves not perfect. I feel this is how I 
see myself developing as a person and as a counselling psychologist; my individual 
efforts and the impact and effect of others, including clients, have been stitched 
together to make me who I am. This clinical paper is my attempt to stitch together the 
reflections I have been making over five years of my training. The focus is on my 
work with clients and my personal therapy, adding in where I have felt my research 
and academic work have impacted on my development. Further reflections on my 
research and academic work can be found in the introduction to the portfolio and in 
the reflections embedded in, or after the research reports.
Since writing the first paragraph, I have watched the film for the first time in 18 years. 
The film made me laugh, cry and is deeper than I remember. Some of the phrases in 
the film spoke to me and I will stitch these onto this clinical paper before each section 
to illustrate some of the ‘patches’ that are making me a counselling psychologist. I 
have also discussed some of my interactions with clients but they have been altered 
and anonymised to protect confidentiality.
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Integration and congruence
“The challenge with a quilt like this, is each o f these squares is made by different 
hands, so I  have to bring all these different squares together in a balanced and 
harmonious design. ” (Moorhouse et al., 1995)
My development as a counselling psychologist has been a long and varied process. I 
have been on the course for five years and knew for five years before that I was 
seeking a career change from marketing. I always knew I would take the course part- 
time as I wanted to work my studies around my life as a partner to my husband, a 
mum to my three children, a daughter to my parents, a sister to my two brothers and a 
friend to the women who are in my circle of mutual support of fun, wine and tears.
Like the different hands making the quilt in the quote, all these people have impacted 
on my life and are part of my life. At the start of this journey to becoming a 
counselling psychologist they were not stitched together. Amongst others I had a 
‘mummy me’ and a ‘partner me’ and that was then joined by a ‘trainee counselling 
psychologist me’. The first time I got a hint of finding it difficult to combine these 
aspects of myself was when I had no idea of what to wear on my first placement. It 
sounds trivial but it reflected the lack of coherency between these different aspects of 
my life. I tended to wear quite tight fitting clothes, not wacky, but sometimes 
unusual. So I bought a therapist wardrobe of dark, loose clothes with scarfs. I started 
personal therapy at this time and I brought this up. Luckily for me the therapist did 
not push these thoughts away and we explored what I would wear to different 
occasions. She made no directive comments, but I started to feel I was over­
compartmentalising.
In my first year I was on my way to placement in a usual ‘therapist’ outfit and I saw a 
dress in a shop window; it was blue silk. I was seeing a client who was unwell with 
cancer and I felt this was a serene, cheerful colour. I bought the dress. I then wore 
the dress out with my husband, then out with friends and then for my birthday with 
my kids and parents. This subtle integration and stitching together of different aspects 
of my life symbolised by the blue silk dress was possible because realised that I was 
holding back my true self in some domains. In my personal therapy I realised that this
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was because I had an implicit belief that otherwise I was ‘too much’ and would 
possibly be rejected by others. This will be explored in the next section more 
thoroughly, but I do want to pause here and make some remarks about how my work 
with clients and my supervisors contributed to this integration.
My first year placement was in a hospital with clients who had a cancer diagnosis or 
were the family of someone who did. I had this idea that a therapist was a person who 
knew things and could help. My supervisor was a person-centred counselling 
psychologist and we met for weekly supervision. I marvel at her patience and 
acceptance now as I learnt to work with clients in the person centred model (Rogers, 
1951). My supervisor balanced being unconditionally accepting with wisdom about 
the needs of clients and giving me time before I started seeing clients on my own.
As well as developing my empathy skills with clients I also started to better 
understand what was meant by congruence and the need for a more integrated self in 
my development as a therapeutic practitioner. Rogers (1957, p. 97) defined 
congruence as: “ the therapist should be, within the confines of this relationship, a 
congruent, genuine, integrated person. It means that within the relationship he is freely 
and deeply himself, with his actual experience accurately represented by his 
awareness of himself. It is the opposite of presenting a façade, either knowingly or 
unknowingly. It is not necessary (nor is it possible) that the therapist be a paragon 
who exhibits this degree of integration, of wholeness, in every aspect of his life. It is 
sufficient that he is accurately himself in this hour of relationship, that in this basic 
sense he is what he actually is, in this moment of time.”
With one client I learned that if I was not congruent then the therapy could easily be 
derailed. I had a client who would, to use her words, “sound o ff’ and I found myself 
getting increasingly frustrated that my attempts at empathy were ignored. I had 
thought that if I expressed empathy that was enough, I had not considered if she was 
able or ready to receive it (Rogers, 1957). I was allowing her to direct the therapy with 
little input from me. I was not being brave and letting her know the impact on me. I 
felt frustrated but pushed it away as ‘my stuff, not seeing at that time that ‘my stuff 
may have been useful to understand what was going on between us. The ‘partner me’
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would let my husband know I was not being heard, but the ‘therapist me’ did not.
This compartmentalising meant I lost the chance to use other aspects of my life while 
relating the client. I focused on unconditional positive regard (Rogers, 1957) and not 
the impact of what she was saying on me. She also talked about how life would be 
after her mother died, as she was very frail at that time. I felt in the session a sense of 
dread about my own mother’s health and again did not use the information that the 
feeling gave me as I just packed it away as another part of my life, ‘daughter me’. 
Through supervision, feedback from tutors and personal therapy I started to notice this 
and began to allow a more self-accepting, integrated therapist into the room. I can 
also reflect that without this integration and congruence that I would have been 
limited in the empathy that I could offer to clients (Meams & Thome, 2007). 
Congmence as the “upper limit” of empathy was a concept that I was not aware of at 
that time (Barrett-Lennard, 1962, p. 5), however as I reflect on this now I can more 
fully understand how this was so important in my development as a therapist.
With another client in this cancer service, I felt able to be more congment and I saw 
how this could impact on the therapeutic alliance. In one session she was recalling a 
memory of a dog that bit a cat in her childhood that was then put down. She felt very 
responsible for this as she was in the garden when it happened over thirty years ago. 
She recalled it in the session and started to cry, I responded using my sense of self and 
feeling in touch with the young girl who felt responsible:
Client yes (pause, client quietly cries) seems a daft thing to be weeping about
at this age, but um 
Me no, I  don 7 think so
At that point I could have reflected back what she said, but I chose to let her know my 
congment response to what she said. Bringing myself into the relationship allowed us 
to work more deeply (Meams & Cooper, 2005). We practiced together for her to feel 
less responsible for me, as she used to worry about me seeing her at a different site. 
This felt reparative for her (Clarkson, 2003) and also a huge leaming experience for 
me to see the power of a genuine therapeutic relationship making an impact as well as
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theory driven interventions. I have learnt to relate to clients, not from behind a mask 
of professional status, but as myself with my professional status as part of me.
Showing your true self
“I  don’t know what I ’m gonna do about that yellow patch, it throws the whole damn 
balance o f f ’ (Moorhouse et al., 1995)
When I was very young I was a brave, active little girl, some might say challenging. I 
would leave the classroom to find a lesson I found more interesting; I would jump 
from climbing frames and roly-poly; I would walk in the woods on my own; I would 
paddle in the river and catch eels. I had a strong family connection and little friends 
to sing along to Abba with. As I got older we moved a lot, I went to eight different 
schools. I started to mould myself to groups of others so that I was accepted. 
Understanding others became very important to that acceptance and I learnt that 
challenging others could mean rejection. I developed a feeling that my real self was 
too much, only to be shown to those very close to me. At this time my mother was 
also unwell and I had to be good and less free-spirited. The challenging me threw the 
“whole damn balance o ff’ (Moorhouse, et al., 1995).
When I first started on this course, my feedback was consistent; I showed empathy but 
the challenge to clients was missing. The following quote is from feedback on a client 
study:
“You miss several opportunities to challenge or probe your client further. ”
Was I only presenting the acceptable non-challenging part of me that I had developed 
as a protective strategy when growing up? The sense of being ‘too much’ was 
something that I explored in personal therapy and I came to realise that it was a 
fantasy, an idea that I ran away with and had little grounding in my current reality. So 
I started to let go a bit and think more about what I wanted from relationships and be 
more honest about my own needs, even challenging and a bit brave.
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However, the process of integrating this into my client work was more painful. The 
tension almost became unbearable in my first year of psychodynamic placement. It 
was the low point of my time on the course. It was the lesson I needed to learn. I was 
working with a client who also found it difficult to express challenging feelings. Her 
attendance at therapy was intermittent, including a five-week break for a holiday that 
was meant to be three weeks. My supervisor wanted to consider discharging her and I 
asked for a last chance. My supervisor let me know that she felt I was being stubborn 
and asked me if I was unable to be annoyed with my client (Winnicott, 1947) and, in 
turn unwilling to be an ‘bad object’ (Fairbaim, 1952, as cited in Gomez 1997). I left 
the supervision in a wave of emotion and confusion. A that time I worried the 
psychodynamic model had no place for empathy, but my supervisor’s challenge of my 
unwillingness to be a ‘bad object’ hit home.
A week later I agreed to send a letter letting the client know that she had to attend 
weekly or she would be discharged. It was a letter that I loathed sending and I was 
scared about the impact on the client. In the next session I discussed the letter with 
the client. By then I had managed to bracket (Spinelli, 2005) my fear, taken my 
concerns to personal therapy and started to repair my relationship with my supervisor. 
My response shows my ambivalence:
“There was no intention o f it being harsh, but to show you I  have noticed. But also I  
do need to let you know that without weekly attendance we would have to discharge 
you”
I tried to soften it by saying I did not mean to be harsh however, I then say that ‘we’ 
would discharge her, not owning the process of this myself. Even within that session I 
started to see the value of the challenge for the client and myself. Later in the session 
I took more ownership and said:
“I  do feel you have been brave in coming and telling your story, some parts have 
been very difficult, it hasn 7 been easy. But it is important fo r me to show you the 
reality o f the loss o f the time and how it is important that you attend regularly”
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In this extract the challenge feels more congruent as there is also empathie reflection. 
In the session something changed for me as we both survived the earlier challenge. 
This client then came regularly to therapy and I can see that this challenge did leave 
her feeling noticed. The impact on my relationship with my supervisor took longer to 
understand. I had a mixed mid-placement review where one theme was my 
stubbornness. This was new for me as I was used to being accommodating and I 
found this very hurtful. However, I felt contained as a professional tutor I spoke to 
seemed to think I could cope with it, even if I did not at that time. I also felt contained 
and accepted by my therapist and felt able to work through my confusion in safety. 
This containment enabled me to remain a safe, containing (Casement, 1985) therapist 
with my client as I held her uncertainty about attending therapy.
I was due to leave this placement after a year and start another psychodynamic 
placement and my supervisor knew this. As I said earlier we had started to repair our 
relationship but the whole process of repair took a little longer. To my surprise she 
sent me a letter asking me to consider staying. The head of the service also referred a 
client to me saying that she thought this client needed an empathie approach. I felt 
accepted for both my empathie stance and also my ‘challenging’ behaviour. My being 
challenging had not led to rejection and I stayed for another year. My supervisor and I 
talked about the parallel process (Searles, 1955; Tracey, Bludworth, & Glidden- 
Tracey, 2012) we went through; by my supervisor being prepared to be my ‘bad 
object’, I was able to risk being a ‘bad object’ with my client. Our relationship 
repaired. I had found my challenging therapist self first through surviving challenging 
my supervisor, then through the client surviving and growing through my challenge. 
Through my research on ruptures I understood how rupture followed by repair could 
help me in my development as a therapist, and once again the empathy principal that I 
held so dear was altered and changed to include appropriate challenge. As well as my 
leaming from placement and research, I also used the opportunity to explore empathy 
in psychodynamic therapy in an essay that is featured in the academic dossier. I asked 
the question whether empathy was valued in psychodynamic practice, as this was my 
concern at the time. The leaming from my placement experience and in writing the 
essay helped me to understand how empathy and challenge could be used with clients. 
In “How to make an American quilt” the yellow patch was altered slightly and
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included in the quilt (Moorhouse et aL, 1995). I allowed my ‘yellow patch’ of my 
challenging self to be altered yet integrated into my way of being as a person and a 
therapist.
Go by instinct and be brave -  balancing thoughts and feelings
“The right choices will enhance your quilt, the wrong choices will dull the colours 
and hide their original beauty, there are no rules you can follow, you have to go by 
instinct and you have to be brave. ” (Moorhouse et al., 1995)
When I was leaving my marketing job I saw a careers coach. She asked me what I felt 
proud to have achieved. Then she asked me to think about the skills I had used to 
make these things happen. A theme emerged: the skills I used when I had felt proud 
of what I had done were when I was being emotional but also thinking. I had in the 
back of my mind the idea that psychology was a thinking and feeling topic and so I 
went on the BPS website. I saw something called ‘counselling psychology’ and I was 
attracted to the caring, yet academic discipline. It felt instinctively right, I decided to 
start on a 12-year programme to qualify: three years work experience, three years 
undergraduate psychology conversion course, another year’s work experience, five 
years doctoral training. Has the training met my hopes and dreams? The short answer 
is, yes. I have felt rewarded by all aspects of my experience: when a client told me 
they had benefited from therapy, when I met participants for my research, or when I 
finally understood a difficult academic topic. But I have also felt deskilled and unsure 
in all aspects of my experience: when clients left before completing therapy, when my 
on-line survey was hacked, when I struggled with psychodynamic theory. The 
instinct that I am on the right path has kept me going when things have been difficult 
and at times I have had to be brave.
The concept of instinct has always been important to me. I see instinct as something 
that needs input from experience and leaming rather than a mystical concept.
Knowing what is the right thing to do means using the thinking and emotional parts of 
yourself. This is where I have sometimes struggled. I have a strong rational side; 
some people have said that I think too much. I also have an emotional side and some 
people have said I am too emotional. Usually not the same people who say I think too
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much! Counselling psychology straddles these aspects of myself; it is a discipline that 
follows the scientist-practitioner model and values a thinking approach to psychology 
and psychotherapy (Division of Counselling Psychology, (DCoP), 2008). It is also a 
feeling discipline, where a reflective-practitioner values the phenomenology of the 
client and an understanding of how client material can emotionally impact on those 
around them, including the therapist and vice versa (DCoP, 2008). I needed 
something to bring these two aspects together. Plato’s story of the charioteer he called 
‘reason’ driving two horses who represented rational thinking and irrational desires 
comes to mind (Plato, trans. 2005). For me wisdom or learned instinct can drive the 
balance between thinking and feeling. For the past two years I have been involved in 
Dialectical Behaviour Therapy (DBT, Linehan, 1993). There is a concept in DBT that 
helped me understand how to value my thinking and emotional self, known as ‘wise 
mind’. The concept of ‘wise mind’ is that a person needs to combine rational thinking 
with emotion to find a wise, intuitive sense of knowing. I could use this to ‘steer’ my 
thinking and emotional self.
Using this instinct or ‘wise mind’ has been a helpful fi*amework for me to work with 
clients. I value the research and techniques that I can use with clients, but I also value 
the emotional responses we have together in the session. At times I will need to be 
rational and think what I can do to help clients with a particular problem such as using 
a grounding technique or being aware of theory that could be useful. At other times I 
want to be able to be without memory or knowledge (Bion, 1974, 1980, as cited in 
Casement, 1985) and be emotionally present to the feelings of the client, myself, and 
those we generate between us. Moving between these aspects can be uncertain 
(McAteer, 2010) with no ‘discernable rules’. Yet if both aspects are valued and 
integrated this can be helpful as we can draw on both rational and emotional 
responses.
Thinking about a client I have worked with; if they tell me they have burnt their arm, 
together we can think about what led up to this event and formulate what may have 
triggered it. We are both thinking together. Yet I can also feel the pull that my client 
has on me and I on them. I start to feel worried about their return to burning. I ask 
what they are feeling and the client lets me know that they feel ashamed. These
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perceptions are relational between us, but also come from each of us. I can feel 
maternal with this client, as they tend to feel shame when showing emotions to a 
maternal figure. This information and realisation of these emotions is as important as 
the analysis of the burning. We sit with their shame, to lessen it’s power and I do not 
rush in by getting them to take part in more activities in the session. What has the 
session achieved? We understood a trigger to self-harm but we have also both learned 
to value our emotions, for me this leads to a deeper understanding of the client and 
can also be part of validating and acknowledging the client’s distress.
Collaboration and relationship
“Young lovers seek perfection
old lovers learn the art o f sewing shreds together
and o f seeing beauty in a multiplicity ofpatches. ”
(Moorhouse et al., 1995)
When I started out I thought I would be this caring, competent, empathie therapist and 
I had a fantasy of a willing, needy client who would blossom in therapy. Like the 
young lover in ‘How to make an American Quilt’ (Moorhouse, et al., 1995) I sought 
perfection: perfect therapy, perfect therapeutic relationship. I worried this was not 
possible, but nonetheless in some implicit way hoped that it was.
The role of the therapeutic relationship as a common factor across all therapies is a 
well-known research finding (Norcross, 2011). Therapeutic relationship can mean 
many things, some of which I have already touched on: the push and pull of each 
person, some times known as the transferential and countertransferential relationship, 
transpersonal or spiritual dimension of the relationship, the reparative relationship, 
real relationship and the working alliance (Clarkson, 2003). The way I have come to 
see the therapeutic relationship is a real relationship that we can bring our experiences 
of our other relationships to. I have explored the therapeutic relationship in two of the 
essays presented in this portfolio as it has been a central aspect for me of becoming a 
counselling psychologist and I felt drawn to explore how it relates to the different 
models taught on the programme. I have also felt drawn to explore the therapeutic 
relationship and in particular difficulties in the therapeutic relationship across all three
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pieces of work in my research dossier. Through my clinical, academic and research I 
came to see the therapeutic relationship as collaborative; where client and therapist 
can agree what the client wants or needs from therapy, and the client, and therapist 
agree how they can work together. I also feel that there is an emotional element to the 
relationship. From the therapist there needs to be congruent empathy and from the 
client a willingness to enter into therapy and be emotionally open to change 
(Norcross, Krebs, & Prochaska, 2011). From this point of view I feel myself aligning 
with Bordin (1979) who conceptualised the therapeutic relationship as an agreement 
on goals and tasks with an emotional bond between client and therapist.
So far in this paper I feel the tone has been quite optimistic, but I want to finish on a 
messier note. Another main leaming about therapeutic alliance from my clinical and 
research work has been regarding the interaction between client and therapist and 
particularly how that interaction leads to imperfections or difficulties in therapy, 
known as mptures (Safran, Muran, & Eubanks-Carter, 2011). Whilst I do feel I am 
more integrated, I also know I need to continue on this journey of integration. Whilst 
I am more comfortable with challenge, I can be too optimistic about therapy at times. 
Whilst I am working on using ‘wise mind’ to balance thoughts and feelings, I also can 
retreat into reason or emotion under pressure. Continuing to develop myself as a 
congment and integrated therapist was modelled to me in my personal therapy. My 
personal experience of being a client has been one of leaming to accept my therapist’s 
insights whilst at times bearing small mptures in our working relationship.
Sometimes we talked about an intervention she made that I found annoying and at 
those times I would leam more about myself. I also leamed how a real relationship 
was at times interspersed with a therapeutically helpful one. One day I arrived and 
my therapist answered the door looking very pale. She said she was fine, but had 
called a doctor. I wanted to help her, but I could see she wanted to hold the 
therapeutic frame (Casement, 1985). Later she called to let me know she was ok, 
breaking the boundary. However, I feel as a human to another human she was right to 
let me know. So in this therapy we had tensions in our relationship and we had ‘real’ 
encounters. The reality of therapy is that both client and therapist at times will strain 
the therapeutic alliance.
63
These ruptures can be caused by the therapist, the client or as an interaction between 
them. They can be overcome, but they can also lead to therapy ending (Safran et al., 
2011). I had such an experience with a client who felt he could not explore his 
relationship with his brother and yet kept bringing it up. When I joined him in this he 
would push me away. If  I ignored the topic, he would bring it up. From his side he 
seemed unwilling to work with me, but I also wondered if he felt I could not contain 
what he wanted to tell me. The rupture could have been a co-construction and he 
ended the therapy after 10 weeks. This was painful for me as I felt I had let him 
down. I spent much of my supervision going through my verbatim and trying to 
understand why the therapy did not progress.
Whilst rupture can lead to therapy ending, my research has led me to recognise that 
repairing rupture can be a very positive aspect of therapy (Safran et al., 2011). My 
own experience of working with rupture in a more positive way has been in DBT 
(Linehan, 1993). At the outset of the therapy it is acknowledged that both the therapist 
and the clients can get things wrong. Working with a client, we realised together that 
we were both avoiding skills coaching. By addressing it as a shared problem we came 
up with strategies that increased skills coaching. This collaborative stance helped 
address a rupture, but also modelled addressing difficulties. I have realised the 
imperfections of myself as a person and as a therapist, but I have also leamed that 
through these imperfections and a more balanced collaborative relationship with the 
client I can see “beauty in a multiplicity of patches” (Moorhouse et al., 1995).
Conclusion
“So what you ’re saying this that by harmonising all these different elements you are 
creating kind o f  a continuity in the piece ”
“No, what I  am saying is, I  don’t want to end up with some damn ugly quilt!” 
(Moorhouse et al., 1995)
As I have stitched together these aspects of my life and experience that bring me to 
the end of my training, I am left wondering what explicit or implicit theme or guide I 
have used to make sure I don’t end up with ‘some damn ugly quilt’. At times I have 
not knowingly chosen the patches or unpicked those that did not suit my theme, at
64
other times I have been able to see why I have made choices or sought to be 
influenced by those around me.
“First we have to find  a theme, now for this particular quilt, the theme is —
‘where love resides’”
(Moorhouse et al., 1995)
When I started my training my unexamined ‘theme’ was empathy. This has 
developed to include an integration of self that can lead to congruence, including the 
use of challenge. I also now value the balance between thinking and emotions and 
have learnt that ruptures are a likely part of therapy. I hope that when I work with 
clients and seek to value their experience I can use these other aspects of my 
development alongside empathy. Like the character in ‘How to make an American 
quilt’ (Moorhouse et al., 1995) I have explored who I am; this stitched together real 
self who combines all aspects of her life, risks being herself, who knows she is not 
perfect and values the interplay between emotion and thinking is for now - ‘me’ as a 
counselling psychologist and as person.
65
References
Barrett-Lennard, G. T. (1962). Dimensions of therapist response as causal factors in 
therapeutic change. Psychological Monographs, 76 (43), 1-36.
Bion, W.R. (1974). Brazilian Lectures 1. Rio de Janeiro: Imago Editoria. As cited in 
Casement, P. 1985. On learning from the patient. Hove: Routledge.
Bion, W.R. (1980). Bion in New York and Sao Paulo. Ed. F. Bion. Perthshire. Clunie. 
As cited in Casement, P. 1985. On learning from the patient. Hove: Routledge.
Bordin, E.S. (1979). The generalizabillity of the psychoanalytic concept of the 
working alliance. Psychotherapy: Theory, Research and Practice, 16, 252-260.
Casement, P. 1985. On learning from the patient. Hove: Routledge.
Clarkson, P. (2003). The therapeutic relationship (2^  ^ed.). London: Whurr.
Division of Counselling Psychology. (2008). Professional practice guidelines. 
Leicester: British Psychological Society.
Fairbaim, R. (1952). Psycho-analytic studies of the personality. London: Routledge. 
As cited in Gomez, L. (1997). An introduction to object relations. London: Free 
Association Books.
Linehan, M.M. (1993). Cognitive-behavioural treatment o f Borderline Personality 
Disorder. New York, NY: The Guildford Press.
Meams, D., & Cooper, M. (2005). Working at relational depth in counselling and 
psychotherapy. London: Sage.
Meams, D., & Thome, B. (2007). Person-centred counselling in action (3*^  ^ed.). 
London: Sage.
66
McAteer, D. (2010). Philosophical pluralism: Navigating the sea of diversity in 
psychotherapeutic and counselling psychology practice. In M. Milton (Ed.), Therapy 
and beyond. Counselling psychology contributions to therapeutic and social issues 
(pp. 5-20). Chichester: Wiley & Sons.
Moorhouse, J. (Director), Pillsbury, S. & Sandford, M. (Producers) (1995). How to 
make an American quilt. (Motion Picture). United States: Universal Pictures.
Norcross, J. C. (Ed.). (2011). Psychotherapy relationships that work. Evidence-based 
responsiveness (2"  ^ed.). New York, NY: Oxford University Press.
Norcross, J.C., Krebs, P.M., & Prochaska, J. O. (2011). Stages of change. In J.C. 
Norcross (Ed.), Psychotherapy relationships that work. Evidence-based 
responsiveness (2^  ^ed.) (pp. 279-300). New York, NY: Oxford University Press.
Rogers, C.R. (1951). Client-centred therapy. Boston: Houghton Mifflin.
Rogers, C.R. (1957). The necessary and sufficient conditions of therapeutic 
personality change. Journal o f Consulting Psychology, 21, 95-193.
Safran, J.D., Muran, J.C., & Eubanks-Carter, C. (2011). In J.C. Norcross (Ed.), 
Psychotherapy relationships that work. Evidence-based responsiveness (2“^  ^ed.) (pp. 
234-238). New York, NY: Oxford University Press.
Searles, H.F. (1955). The informational value of the supervisor’s emotional 
experiences. Psychiatry, 18, 135-146.
Spinelli, E. (2005). The interpreted world. An introduction to phenomenological 
psychology. London: Sage.
Tracey, T.J.G., Bludworth, J., & Glidden-Tracey, C.E. (2012). Are there parallel 
processes in psychotherapy supervision? An empirical examination. Psychotherapy,
4P, 330-343.
67
Winnicott, D.W. (1947). Hate in the countertransference. International Journal of 
Psycho-analysis, 15. In D.W. Winnicott (Ed.),(1984), Through paediatrics to 
psychoanalysis (pp. 194-203). Collected papers. London: Kamac.
68
RESEARCH DOSSIER
69
Introduction to the research dossier
The research dossier contains a literature review and two empirical studies: one 
qualitative and one quantitative. Threading through the pieces is an exploration of 
rupture in the therapeutic relationship.
The literature review explores existing research on clients’ experiences of rupture in 
the therapeutic relationship. The review looks at both qualitative and quantitative 
research and concludes that client accounts of the therapeutic alliance, and ruptures in 
the therapeutic alliance, are relevant for understanding how to improve the experience 
of psychotherapy for clients. The first empirical study used the qualitative method of 
Interpretative Phenomenological Analysis to explore clients’ experience of ruptures in 
the therapeutic alliance and developed two super-ordinate themes. The first theme 
focused on what ruptures were for clients, and that is the loss of perceived empathy by 
feeling judged, not understood or diminished. The second theme explored how the 
participants experienced the rupture as traumatic. The second empirical study used the 
quantitative method of logistic and multinomial regression to enquire if working 
alliance, empathy and client attachment could predict whether ruptures were revealed, 
resolved, repaired or led to the client leaving therapy after the rupture. Support for the 
role of empathy and working alliance in rupture resolution, repair and staying in 
therapy after rupture is presented. The lack of support for the role of client attachment 
style and the finding that rupture revelation was not predicted are also discussed.
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A review of clients’ experience of rupture in the therapeutic alliance and the 
impact on psychotherapy outcome.
Abstract
Purpose. To explore clients’ experience of rupture in the therapeutic alliance and the 
impact on psychotherapy outcome.
Methods. A search of psycINFO was conducted on therapeutic alliance, therapeutic 
relationship, working alliance, client accounts, client processes, client perceptions, 
and therapeutic rupture. The studies selected for review included those where client 
experience of rupture was researched, papers on therapeutic alliance and rupture and 
therapeutic alliance and outcome. The material was reviewed and then key findings 
grouped into headings.
Results. That therapeutic alliance is positively correlated to outcome, client accounts 
of therapeutic alliance are relevant and necessary, repair of rupture can increase 
therapeutic outcome and prevent premature termination. Clients can hide ruptures 
fi*om therapists, as they do not wish to damage the therapeutic bond, however when 
clients do reveal ruptures this is likely to improve outcome and therapeutic alliance. 
Conclusions. If research can better understand the client’s experience of rupture in the 
therapeutic alliance this is likely to improve psychotherapy outcome. Further research 
is required that focuses on the client’s assessment of in-session rupture, resolution and 
the impact on therapeutic alliance.
Introduction
This literature review seeks to explore clients’ experience of rupture in the therapeutic 
alliance and the impact this has on psychotherapy outcome. The first part of the 
review will define what is meant by the therapeutic alliance and how it is linked to 
outcome across therapeutic models. The next section will focus on research on 
clients’ perception and assessment of therapeutic alliance and clients’ impact on 
therapeutic alliance. The third section will focus on how rupture can affect 
psychotherapy outcome. The last section will focus on clients’ experience of rupture. 
The section will be divided into core areas of enquiry: clients’ experience of 
therapists’ actions that can hinder therapy, how clients experience negative therapist 
response to rupture, clients’ experience of cultural differences in therapy and finally
72
how clients respond to rupture in therapy and the consequences of this on the 
therapeutic alliance and outcome. This structure should allow the exploration of the 
relevance of the therapeutic alliance to outcome, clients’ involvement in the 
therapeutic alliance in relation to outcome, how rupture relates to outcome and 
therapeutic alliance, and how understanding of clients’ experience of rupture can 
impact on therapeutic alliance and outcome.
The therapeutic alliance
The definition of therapeutic alliance taken for this review is Bordin’s (1979) 
conceptualisation; the agreement between client and therapist on tasks and goals and 
the bond between them. The therapeutic alliance has been called the “flagship of the 
scientist-practitioner model” (Castonguay, Constantino, & Holtforth, 2006, p. 86). 
The American Psychological Association, Task Force 29 (Norcross, 2002) identified 
the therapeutic alliance as an effective common factor in successful psychotherapy. 
This is based on three meta-analyses, which have identified a positive correlation 
between therapeutic alliance and outcome (Horvath & Bedi, 2002; Horvath & 
Symonds, 1991; Martin, Gaske, & Davies, 2000). Outcome in these meta-analyses 
consists of diverse measures including for example in Martin et al., (2000) mood 
scales, time in therapy, symptom scales, assessments of change etc. The majority of 
the ratings of outcome were made by clients.
There has also been some research indicating that therapeutic alliance has a causal 
link to outcome (Baldwin, Wampold, & Imel, 2007). This research is of value as it 
could be that therapeutic alliance and outcome are measuring the same effect, 
however, the Baldwin (et al., 2007) study indicates that this may not be the case. 
There is still a need for more research into the causative link of therapeutic alliance 
and outcome (Norcross, 2002) and also a theoretical explanation as to why alliance is 
linked to outcome (Castonguay et al., 2006).
The concept of therapeutic alliance has existed since the beginning of psychotherapy 
(Freud, 1912,1913). The actual term was first coined by Zetzel (1956, as cited in 
Asay & Lambert, 2006) as an agreement that therapist and client make together. The 
relational aspect of the therapeutic relationship was further developed by Rogers
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(1957). Therapeutic alliance has been found to be a good predictor of outcome across 
differing psychotherapeutic approaches (Horvath & Symonds, 1991; Martin, et al., 
2000). Furthermore, differing approaches have been found to be equal in providing 
effective therapeutic alliance as measured by clients and therapists (Samstag et al., 
1995). Therefore, any understanding of how clients’ experience of rupture can affect 
the therapeutic alliance should be applicable across therapeutic modalities. The next 
part of the review will consider the clients’ involvement in the therapeutic alliance, 
focusing on the relationship between client assessment and outcome, clients’ 
experience of a positive therapeutic alliance and how client difficulties can impact the 
therapeutic alliance and whether this can affect psychotherapy outcome.
The client and the therapeutic alliance
Clients’ quantitative assessment of the therapeutic alliance has been found to be a 
better indicator of overall psychotherapy outcome than either therapist or observer 
ratings (Horvath & Bedi, 2002; Horvath & Symonds, 1991). Another meta-analysis 
of therapeutic alliance and outcome did not support this finding (Martin et al., 2000), 
but did find that clients’ assessments of therapeutic alliance remained constant over 
sessions compared to therapist or observer ratings. These meta-analyses therefore 
highlight the importance of understanding the clients’ experience of the therapeutic 
alliance. Implicit in this finding is that clients’ assess therapeutic alliance differently 
to therapists and this has been backed up by further research (Tyron, Blackwell, & 
Hammel, 2007). Therefore, it cannot be assumed that therapist accounts represent the 
experiences of the client. There is no direct research into what impacts clients’ ratings 
of therapeutic alliance (Tryon et al., 2007) and so this review will explore qualitative 
research that sought the clients’ view on positive aspects of the therapeutic alliance.
Bachelor (1995) used phenomenological qualitative methods with 34 clients to 
enquire how they experienced a good therapeutic alliance. This research found that 
clients’ views of good therapeutic alliance can be grouped into three categories: 
clients who prefer nurturing alliances with a high degree of trust, active therapist 
involvement and a feeling of ease with the therapist (46% of clients), clients who 
prefer an insight-orientated alliance with a focus on increased self-understanding with 
therapists who provide focus and appropriate challenge (39% of clients) and clients
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who prefer a collaborative alliance characterised by the sense of joint venture with 
less therapist focus than other clusters (15% of clients).
This research is of interest as it highlights that clients may not perceive therapeutic 
alliance as a unified construct, rather different clients value different therapeutic 
alliances. The research also indicates that from a clients’ point of the view a good 
therapeutic alliance is focused on therapist input such as respect (indicated by 49% of 
participants), listening (indicated by 45% of participants), therapist competence and 
facilitation of understanding (indicated by 46% of participants). The bond aspect of 
positive therapeutic alliances was characterised by trust (35%) and the clients’ 
willingness to disclose about themselves and their emotions (59%). The downside 
with this research was there was no facilitation of what the client found hindered the 
therapeutic alliance.
A focus on positive client experiences of therapeutic alliance is a feature of the next 
research as only clients with a positive therapeutic alliance were selected to take part 
(Bedi, Davies, & Williams, 2005). This research was conducted using a hybrid 
quantitative/qualitative method known as Critical Incident Technique (CIT, Flanagan, 
1954, as cited in Bedi et al., 2005). Clients were asked what they thought were 
critical incidents in the formation of therapeutic alliance. The responses were 
clustered into 25 categories and assigned a percentage of participants who had 
contributed to the cluster as well as the clusters overall size in terms of response. The 
largest overall cluster of critical incidents positively affecting therapeutic alliance 
from clients’ point of view was “outcome focused techniques and strategies 
commonly used by psychotherapists” (Bedi et al., 2005, p. 318) accounting for 14% 
of all the responses and contributed to by 73% of clients. This could be seen as 
agreement on task and goals as the verbatim indicate more clearly than the cluster 
title, for example “the therapist taught me a grounding technique”, “the therapist got 
me to make a list of my goals” (Bedi et al., 2005, p. 318). Non-verbal communication 
from the therapist indicating active listening and attention was the next biggest 
category representing 11% of all the incidents and 48% of clients. The categories also 
included active listening (8% of incidents, 38% of clients), valuing of client choices
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(8% of incidents, 33% of clients) and actions by the client (6.4% of incidents, 35% of 
clients).
Both these authors (Bachelor, 1995; Bedi et al., 2005) concluded that their research 
“supports the conclusion that alliance theorist understandings of the alliance can 
diverge substantially from that of clients” (Bedi et al., 2005, p. 320), particularly 
pointing to a lack of client accounts of their own collaboration. However, both pieces 
of research do support the notion of agreement on tasks, goals and bond as important 
to clients. For example. Bachelor’s (1995) finding that 59% of clients attributed a 
positive alliance to their input and disclosure. In addition, in Bedi et al. (2005) 
therapist facilitation of helpful tasks and agreement on goals represented the largest 
category of critical incidents and 73% of clients. That clients indicate a large role for 
the therapist should not be surprising as neither piece of research actively sought the 
clients’ view on their own contribution.
Despite the shortcomings of missing out on the clients’ perception of negative 
contributions to the therapeutic alliance, the findings of these pieces of research do 
give some vital clues of clients’ experience of the therapeutic alliance. It can be 
concluded from the research that a positive therapeutic alliance can be different for 
different clients, that therapists’ input is important in terms of skills and agreement on 
goals and tasks and relational input such as respect, listening, understanding, trust and 
non-verbal communication. The research also indicates that clients value their choices 
being recognised by the therapist and that they recognise the value of therapists’ 
contribution to the therapeutic alliance. However, the research does not reveal if 
denial of these conditions for a good therapeutic alliance would lead to rupture. This 
will be reviewed in the next section, but first a brief summary on the data explored so 
far.
To this point the review has explored the support for therapeutic alliance being related 
to outcome and that clients’ assessment of therapeutic alliance is related to outcome. 
This indicates the value of understanding clients’ view of the therapeutic alliance as 
explored in the review of research by Bachelor (1995) and Bedi et al. (2005) and that 
this research gives support to Bordin’s (1979) conceptualisation of the therapeutic
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alliance as agreement between client and therapist on task and goals and the bond 
between them. The next part of the review will explore how clients impact the 
therapeutic alliance.
A review of what is know as client variables, such as demographics, personality, 
diagnostic labels found that the sheer number of them made it very difficult to know 
how they affect outcome (Clarkin & Levy, 2003). The authors concluded that “most 
reviews of client variables in relationship to psychotherapy process and outcome are 
pessimistic because of inconsistent and less than clear relationships described in the 
literature” (Clarkin & Levy, 2003, p. 215). However, an emerging area of client 
impact on outcome has been researched using the psychological construct of 
attachment theory (Bowlby, 1969).
Attachment theory provides a way of understanding emotional attachment and some 
researchers have linked this to the therapeutic alliance (Eames & Roth, 2000). Eames 
and Roth (2000) found that those clients who were fearful in their attachment style 
tended to have lower therapeutic alliance scores, as rated by clients and therapists. 
However, this was not the case with other attachment styles deemed as possibly 
problematic in relationships i.e. a dismissing or preoccupied style. The other finding 
was that clients who were labelled as securely attached and so judged to have a 
healthy approach to relationships, were more likely to have a good therapeutic 
alliance. However, research by Baldwin et al. (2007) has indicated that client reported 
low scores of therapeutic alliance do not negatively affect outcome unless paired with 
a therapist who has average low scores of therapeutic alliance as assessed by clients. 
Indicating that a therapist who on average can engender a good therapeutic 
relationship can ameliorate client negative effects on therapeutic alliance. The 
research does not mean that an understanding of attachment styles is not relevant to 
psychotherapy as it could be usefiil in exploring clients’ difficulties (Baldwin et al.,
2007).
A recent study that researched the hypothesis that ruptures in therapeutic alliance 
would correlate positively with “clients’ dysfunctional interpersonal schemes” 
(Sommerfield, Orbach, Zim, & Mukulinger, 2008, p. 378) did not find sufficient
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evidence to support this. Both these studies (Baldwin et al., 2007; Sommerfield et al.,
2008) highlight the need to look beyond client labels. However, the attachment 
research seems to be an interesting area that may impact on the therapeutic alliance 
and a recent review (Daniel, 2006) has indicated that though there are very few studies 
exploring attachment style and the effect on psychotherapy, there is a small set of data 
that can give some support to clients with secure attachment being more likely to form 
a good alliance than clients with insecure attachment. However, the findings were not 
present in all studies (Sauer, Lopez, & Gormley, 2003).
Can the view that clients’ difficulties such as insecure attachments affecting the 
therapeutic alliance be congruent with the view that the client is an active agent in 
therapy and their experiences are valuable to understand? That the client is an active 
agent in their therapy has support fi*om in-depth qualitative research indicating that 
clients are self-aware agents (Rennie, 1992). Additionally, the success of self-help 
literature also indicates that clients, despite their possible shortcomings, are able to 
make changes (Tallman & Bohart, 1999). However, therein lies the dilemma poised 
in a client centric view of psychotherapy; that the client is an active agent in therapy, 
but that agency has not led them to resolve their current mental distress or difficulties 
and that is why they are seeking psychotherapy (Rennie, 1992; Tallman & Bohart, 
1999). So a valuing of clients’ experience whilst acknowledging possible barriers to 
the therapeutic alliance may be a useful stance to take.
The review of the literature to this point has established that there is a large body of 
evidence supporting the correlation of therapeutic alliance with outcome. It is also 
possible to conclude from the literature that clients’ rating of therapeutic alliance is 
linked to outcome and that clients’ assessment of therapists’ therapeutic alliance is 
also related to outcome. A good therapeutic alliance for the client is different for 
different clients. Also from clients’ point of view the therapeutic alliance is therapist 
focused, whilst being aware of their own need to disclose and be involved. It seems 
that the clients’ view of the therapeutic alliance corresponds with Bordin’s (1979) 
conceptualisation of agreement on task and goals and the bond between therapist and 
client. Client factors such as attachment may effect the therapeutic alliance and how 
therapy is conducted, but if paired with a therapist who has on average high client
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ratings of therapeutic alliance then this is unlikely to affect outcome. However, to this 
point the review has not explored rupture and this addressed in the next section.
How rupture can affect psychotherapy outcome
There is evidence that psychotherapy is effective in reducing mental distress 
(Lambert, Garfield, & Bergin, 2003). This led to failures in therapy as a key priority 
as highlighted by the following quote: “Research directed towards identifying 
potential treatment failure and methods to change the course of failure during ongoing 
treatment should become a high priority in the next decade” (Lambert et al., 2003, p. 
819). Repairing alliance ruptures was given ‘promising status’ by APA task force 29 
(Safran, Muran, Samstag, & Stevens, 2002). There is a great deal of support for the 
value of the therapeutic alliance in regard to outcome, however, there is little evidence 
regarding detecting and repairing ruptures (Norcross, 2002).
A therapeutic rupture can be defined as “a tension or breakdown in the collaborative 
relationship between patient and therapist” (Safran et al., 2002, p. 236). If this is not 
fixed then it can lead to premature termination (Safran et al., 2002). Bordin’s (1979) 
conceptualisation of therapeutic alliance has been applied to rupture as follows 
(Safran et al., 2002, p. 236):
1) disagreements about the task of treatment,
2) disagreements about the goals of treatment,
3) strains in the bond.
In-session rupture has been linked to poor outcome, for example higher levels of 
hostility in poorer outcome therapy than better outcome therapy (Henry, Schacht, & 
Strupp, 1986). In-session rupture is also a factor in premature termination, for 
example hostile and negative behaviours from the therapist have a positive correlation 
with premature termination (Najavits & Strupp, 1994).
The research literature on outcome and process in psychotherapy does not have 
enough focus on understanding the role of conflict in the therapeutic relationship
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(Samstag et al., 2008), despite there being evidence to support a high level of 
“negative treatment process” in therapy with clients (Binder & Strupp, 1997, p. 121).
There is a tendency to view rupture as an issue with the client or their personality and 
this is potentially damaging, as the therapist may not seek to alter their behaviour 
(Asay & Lambert, 2006). However, client difficulties can be ameliorated by a 
therapist who is effective, as measured by average client ratings, in developing a good 
therapeutic alliance (Baldwin et al., 2007). In addition, it is clients’ view not 
therapists’ view of therapeutic alliance that is more highly correlated with outcome 
(Horvath & Bedi, 2002; Horvath & Symonds, 1991). This means that action resulting 
in reducing failure in psychotherapy is possible if there is a move away from blaming 
clients. The role of the therapist is key in rupture resolution and a better 
understanding of clients’ view on rupture may have a higher impact on reducing 
failures than therapist or observer ratings of rupture.
Safran, Muran, Samstag, and Stevens (2001) state that two kinds of alliance pattern 
have been shown to relate to good outcome; the first where alliance reduces then 
repairs and the second where alliance is good and steady or increases. However, there 
is a possibility that resolved alliance ruptures in therapy may be a factor in better 
outcome than when no rupture was present (Kivlighan & Shaughnessy, 2000). 
Research has shown that unresolved ruptures lead to reduced therapy outcome and in 
addition premature termination may occur (Safran et al., 2001). This concurs with 
research that indicates a strong working alliance at the beginning of therapy is a 
reliable predictor of therapy completion (Horvath & Symonds, 1991; Martin et al., 
2000).
Dropping out, also known as premature termination of therapy, is a major issue in the 
provision of services aimed at reducing mental distress (Wierzbicki & Pekarik, 1993). 
Other therapists have indicated that: the “skeleton in the therapy closet is that 
therapists do not retain enough people” (Prochaska, 1999, p. 235). Client factors, 
such as socio-demographic or diagnostic categories have been much cited in the 
literature (Wierzbicki & Pekarik, 1993). For example, a meta-analysis of 125 studies 
in dropout found increased incidence in racial minorities, lower education attainment
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and socio-economic status (Wierzbicki & Pekarik, 1993) with a mean drop out rate of 
47% for the total sample. Also client readiness has predictive validity of around 93% 
(Prochaska, 1999) in the area of addictions. However, a recent study has questioned 
the over-emphasis on client factors in favour of a relational interpretation of drop out 
(Piper et al., 1999). In this study key differentiators between clients who left therapy 
early and those who completed therapy included weaker therapeutic alliance. 
Premature termination reduces service provision, as there is evidence to support those 
who drop out tend to endure raised levels of mental distress compared to clients who 
completed therapy, even when initial levels of distress are controlled for (Wierzbicki 
& Pekarik, 1993). So, although the client is choosing to drop out, it cannot be 
assumed that this is due to alleviation of mental distress. This finding indicates the 
importance of understanding the client view, as therapists tend to underestimate the 
level of dropout (Pulford, Adams, & Sheridan, 2008).
In summary, the literature on rupture in psychotherapy indicates that if rupture is 
repaired in therapy this can lead to better overall outcome than if rupture had not 
occurred. However, much of the research focuses on the therapist’s ability to detect 
and repair rupture and in general the client view of rupture is not represented. One 
way that clients do respond to rupture is to initiate permanent rupture, known as 
premature termination. For the client it may not seem premature, but a response to 
in-therapy rupture. So, a better understanding of the clients’ view of rupture would be 
valuable in understanding how to repair in-session rupture, leading to better outcome, 
but also preventing permanent rupture. This will be the focus in the next section of 
the review.
Clients’ experience of rupture in the therapeutic alliance
This final section will review clients’ experience of rupture in the therapeutic alliance 
and will be divided into sections as follows; clients’ experience of therapists’ actions 
that can hinder therapy, how clients experience negative therapist response to rupture, 
clients’ experience of cultural differences in therapy and how clients respond to 
rupture in therapy.
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Clients* experience o f therapists* actions that can hinder therapy
The review will now consider clients’ experience of therapists’ actions that they feel 
hinder therapy. Recent research has found that therapists’ ability to develop a good 
therapeutic alliance is a key factor in psychotherapy outcome (Baldwin et al., 2007) 
additionally concluding that: “In situations in which therapists have trouble forming 
an alliance, it would behoove therapists to attend to their own contributions to the 
alliance and focus less on the characteristics of the patient that impede the 
development of the alliance” (Baldwin et al., 2007, p. 851).
Ackerman and Hilsenroth (2001) conducted a review of studies that explored how the 
therapist can negatively impact on the therapeutic alliance. Of the 14 studies only two 
studies focused on clients and these will now be considered. The first study indicated 
that therapist distraction was negatively correlated to therapeutic alliance (Saunders, 
1999). The second study (Piper et al., 1999) concluded that when the therapists had a 
high focus on transference this also negatively impacted the therapeutic alliance. 
Ackerman and Hilsenroth (2001) summarised the client, therapist and observer ratings 
of negative therapist behaviours that affect alliance as: rigidity, being critical, 
uncertain, exploitative, tense, distant, distracted, aloof, too little or too much structure, 
condescending, silence and self disclosure used inappropriately and rigid 
interpretations. There is little sense of how it feels for the client to be a recipient of 
these therapist behaviours, however, the next section reviews how clients experience 
negative therapist response to rupture.
How clients experience negative therapist response to rupture
The previous review (Ackerman & Hilsenroth, 2001) indicated that therapist 
behaviour may cause rupture, but did not explore how clients experience this. One 
study exploring therapist reactions, as experienced by clients, was conducted by 
Dalenberg (2004). Clients who had experienced trauma were recruited to give 
feedback on helpful and unhelpful aspects of their therapy, with a focus on in-session 
anger. 72% of clients in the study indicated that they had shown anger to the therapist 
and 64% indicated that the therapist had shown anger at them. 32% of the sample of 
132 indicated that this had damaged the therapeutic alliance either temporarily or 
permanently.
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The Dalenberg (2004) study identified the sources of client anger as: interpretations 
that blamed clients for their angry outbursts, when therapists changed boundaries, 
when therapists did not believe or minimised the clients’ account, when clients felt 
manipulated by the therapist, when the therapist did not respond effectively to clients’ 
anger; such as no response or explosive response, when clients felt that therapist 
disclosures were hostile and when therapists blamed the clients’ mental distress for 
their anger, rather than taking on some of the blame.
This study is interesting as it gives a clear picture of clients’ experience of therapist 
response to their anger, but it is difficult to tell from this study whether all of these 
responses were inappropriate. The balance of clients’ account is better than in the 
Ackerman and Hilsenroth (2001) review, but there is a loss of the interpersonal nature 
of the emotional outbursts and whether returned anger was appropriate or not. 
However, if we suspend the argument that some of the therapist anger was justified, it 
is still clear from this study what the client found unhelpful, such as rigidity, being 
aloof and rigid interpretations
In some ways therapist hostility is a taboo subject and this has always been the case as 
Freud (1911) considered a need for research in this area, but suggested it was secretly 
passed among psychotherapists. Research on therapist hostility is extremely limited 
and the impact on in-session rupture from clients’ point of view is even more so 
(Dalenberg, 2004). That therapists can respond to negatively to rupture is identified in 
other research; Safi*an et al. (2001) found that further rupture might occur when the 
alliance starts to weaken. In addition, there can be a tendency for therapists to behave 
in ways that further weaken the alliance by strictly adhering to the therapeutic model 
they are using or by being defensive and negative (Safran et al., 2001). The review 
will now consider how differences in culture can affect the therapeutic alliance.
Clients* experience o f cultural differences in therapy
There is no direct research on clients’ experience of culture leading to rupture in the 
therapeutic alliance; in a recent review of the current status on therapeutic alliance it 
was highlighted that there is a need to understand how culture and diversity can 
impact on therapeutic alliance (Castonguay et al., 2006). Cultural differences have
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been defined as differences in client and therapist in terms of sexuality, gender, race, 
religion and social class (Williams & Levitt, 2008).
There is some research on the effects of race and sexuality on clients’ experience of 
therapy and this will be reviewed here. In a study with Chinese clients (Jim & 
Pistring, 2007) and with lesbian, gay, bi-sexual and transgender (LGBT) clients 
(Israel, Gorcheva, Burres, & Walther, 2008) the findings were that clients seek 
understanding, insight and empathy from therapy as found in most studies on clients’ 
requirements from therapy (Bachelor & Horvath, 1999). However, there are also key 
differences that therapists need to consider to ensure that the client feels respected and 
understood. For example, in the study with Chinese clients (Jim & Pistring, 2007), it 
was found that cultural issues can affect distress, and clients found it helpful when 
their current distress was framed within cultural norms and expectations. This 
research also confirmed previous findings that clients may differ in the type of 
alliance sought (Bachelor, 1995), in that some of the Chinese clients preferred a more 
pupil-teacher type of relationship and that a more formal approach was important for 
them. There is also support for attending to clients’ wishes about being matched with 
similar ethnic background therapists, as when clients request this it has a positive 
impact on outcome and therapeutic alliance (Farsimadan, Draghi-Lorenz, & Ellis, 
2007). In research with LGBT clients the therapist needs to be aware of factors such 
as sexual orientation and gender identity, stage of identity development and 
acceptance by self and others (Israel et al., 2008).
It is important that client experiences of difference with their therapist are respected, 
and that ruptures arising from these difficulties are resolved. Therapists should be 
aware of how their own background effects their attitudes and values (Williams & 
Levitt, 2008). A very interesting piece of research has explored how clients’ 
experience therapy when they have a different racial background to their therapist 
(Williams & Levitt, 2008). The core category identified in this qualitative research, 
using grounded theory, was that clients were vigilant of differences between them and 
their therapist that could challenge their belief in the therapy process. These 
differences either challenged their sense of self, their bond with the therapist or 
activities enabling them to engage with the therapist. When the clients were aware of
84
the differences several responses were reported; the differences were dismissed as not 
important, the client mentally monitored for therapist disapproval of differences, the 
client trusted the therapist to be able to handle differences, the client reconsidered 
where there was a difference or they brought up the difference with the therapist. The 
clients’ motivation to address differences with the therapist was to maintain their own 
belief in the value of therapy or “preservation of faith” (Williams & Levitt, 2008, p. 
266) in themselves, the therapist and the therapeutic process. However, the client only 
brought up the difference with the therapist when they felt this would not damage the 
therapeutic alliance.
This research is valuable as it indicates clients monitor threats to their belief in 
therapy and those threats can be related to therapeutic alliance in terms of possible 
ruptures in bond and agreement on task and goals. However, a further dimension is 
introduced as differences between client and therapist can result in a threat to the 
clients’ sense of self. Clients’ response to racial and cultural difference in this 
research tended to be hidden from the therapist and only voiced when there was a 
threat to the clients’ belief in therapy (Williams and Levitt, 2008).
This research on client differences may be applicable to other differences in culture 
between the therapist and client. The research highlights the agency of the client in 
negotiating differences and the active preservation of the therapeutic relationship by 
the client, even when the differences threaten their faith in therapy. However, this 
research does not reveal what the impact of bringing up the differences had, or not, on 
the therapeutic alliance or outcome, which will be considered in the next section.
How clients respond to rupture In therapy
Elliott (1985) started a new wave of research trying to understand how clients’ 
experience therapy. This inspired much of the research to be reviewed in this section. 
The studies are reported under headings of the key findings.
85
Clients are more likely to conceal their experiences o f rupture than positive 
experiences in therapy
Quantitative research with clients indicates that they tend to conceal negative 
reactions more than positive reactions in therapy (Hill, Thompson, Cogar, & Denman, 
1993; Hill, Thompson, & Corbett, 1992; Regan and Hill, 1992; Thomson & Hill, 
1991). One study found that 65% of things left unsaid were negative (Hill et al.,
1993) and clients gave their reasons as overwhelming emotions, avoidance and 
concern that the therapist would not be interested or understand. These findings 
indicate that the unhelpful therapist behaviours that have been reviewed in previous 
sections may have a negative reaction from clients, but they may keep this hidden 
from the therapist.
Since psychotherapy began, Freud urged his client to disclose freely and saw this as a 
fundamental rule of psychotherapy (Farber, 2003). However, clients are choosing not 
to reveal all to the therapist and there is support for this being a conscious process 
(Rennie, 1992). Rennie, in qualitative grounded theory research, identified that when 
clients experience negative events they have two different reactions: they may decide 
that the negative reaction will help them to develop and grow or they may feel their 
negative reaction is appraised as justifiable and causes a negative feeling to continue. 
In the second instance, the research found that “clients are very reluctant to voice their 
discomfort about their therapy” (Rennie, 1992, p. 230). Even when the therapist tries 
to get the client to talk about their discomfort, the client may still keep their negative 
feelings hidden. The hiding of negative feelings or rupture is explored further in the 
next section.
Therapists tend to be unaware o f clients* experience o f rupture
Research indicates that therapists tend to be unaware of clients’ concealed negative 
reactions. Regan and Hill (1992) found that only 17% of therapists were able to detect 
concealed negative reactions. Therapist detection of concealed negative events 
increased to 27% of therapists in the Hill et al. (1993) study, possibly aided by the 
longer-term therapy clients received. The level of ruptures can be high in therapy; in 
a more recent study observers saw ruptures in 77% of the sessions and there was a
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mean of 5 ruptures per session (Sommerfield et al., 2008). This indicates that 
therapists may be unaware of many instances of rupture in any one session.
Clients have a tendency to defer to therapists to maintain the therapeutic alliance
The studies discussed above were useful because they discovered clients had covert 
processing when they experienced in-session rupture and that therapists tended to be 
unaware of them. However, there was no explanation of why clients tended to hide 
their reactions, or what the meaning of ruptures was for them in relation to the 
therapeutic alliance. This was addressed by Rennie (1994) and unlike the previous 
quantitative studies (Hill et al., 1992; Hill et al., 1993; Regan & Hill, 1992; Thompson 
& Hill, 1991), Rennie did not start with a limited taxonomy of pre-generated 
categories. He used Grounded Theory (Glaser & Strauss, 1967), which sought to use 
client accounts to generate meaning units into clusters to generate a theory on why 
clients withhold information in psychotherapy.
The core category in this research was that clients tended to defer to the therapist 
when they had negative reactions as organised in four clusters: “concern about the 
therapist’s approach, fear of criticizing the therapist, understanding the therapist’s 
frame of reference, meeting the therapist’s perceived expectations”. (Rennie, 1994, p. 
431).
This study has more relevance to client accounts of rupture in the therapeutic alliance 
than the previous studies, as it was able to see that client deference in not revealing 
ruptures was a function of the therapeutic alliance. The client would not reveal their 
discomfort in an attempt to preserve the alliance, as they did not want the therapist to 
be undermined and wished to protect the therapist’s feelings. The client would try to 
understand the therapist’s frame of reference and then adjust their communication in 
line with this. This was also supported by the grounded theory research on 
client/therapist racial differences conducted by Williams and Levitt (2008).
Overall, the clients lost agency in their attempt to keep the therapist happy and in 
authority, i.e. they defer. The other side of the power imbalance is the power the 
therapist has to retaliate and this was a concern for some clients, as they wanted to be
87
liked and believed by the therapist. In some clients this need to be a “good client” 
(Rennie, 1994, p. 433) suppressed feelings that affected the course of the therapy 
away from their pressing concerns. The author concludes by reflecting: “I inwardly 
sympathized with the participants as they agonized -  as they often did- over the 
question of whose judgment was correct: their own or that of the therapist” (Rennie, 
1994, p. 433). As has been indicated previously, this concern of the potential of 
therapist retaliating is not unfounded in some cases (Dalenberg, 2004).
Rennie (1994) hypothesised that when a client feels concerned about the therapist’s 
interactions they expect the therapist to pick up on this. Rennie’s (1994) research 
linked the notion of deference to the therapeutic alliance, indicating that in some cases 
the client’s deference is their way of maintaining the alliance, even if it costs them 
what they would like to talk about and explore. Maintaining the alliance is so 
important to clients that they will even go off track to preserve it, ultimately 
jeopardising the alliance in terms of agreement on goals and tasks in favour of 
maintaining the bond. This finding is supported by a further study (Dale, Allen, & 
Measor, 1998), which found that clients who had been abused as children and had 
high levels of dissatisfaction with their therapy did not feel able to tell their therapist. 
In some cases this resulted in ending therapy by pretending to be better. Clients are 
reluctant to reveal ruptures, as they perceive this could damage the therapeutic 
alliance, or they fear therapist retaliation and negative affect. But is there a benefit to 
the client of keeping ruptures hidden? This will be explored in the next section.
When clients reveal their experiences of rupture to the therapist this can prevent 
permanent rupture
The focus of the next study is clients’ experiences of being misunderstood by their 
therapist in long-term therapy (Rhodes, Hill, Thompson, & Elliott, 1994). The study 
used the qualitative Grounded Theory method (Glaser & Strauss, 1967) to understand 
fi*om a clients’ point of view the impact of resolved and unresolved 
misunderstandings. All of the misunderstandings occurred in important issues that 
were part of the therapeutic process such as family issues, excessive drinking, and 
dealing with anger or racial concerns. The 19 clients were also therapists or therapists 
in training. The clients also completed a satisfaction questionnaire.
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A key finding of this study was that client action to reveal the misunderstanding 
facilitated whether the misunderstanding event disrupted the therapy. This is different 
to the work of Safi^an et al. (2001) discussed earlier, where it was the therapist who 
resolved the rupture. All of the clients who felt the misunderstanding event was 
resolved shared their feelings about this with the therapist. However, in unresolved 
cases three clients asserted their view, four clients kept their view hidden and one 
client took the blame for the event. When the clients did assert their views this 
prevented a permanent rupture. In addition, when the clients did not voice their views 
this led the client to stop therapy. So whether the event is resolved or not the client 
voicing their concerns seems to be a key factor in preventing a permanent rupture.
Resolving in-session ruptures can lead to improved therapeutic alliance
In the majority of the resolved event cases (8 of the 11 participants) the 
misunderstanding event continued to be used in work with the therapist and the clients 
felt this was beneficial to their personal development. This then concurs and adds 
meaning to the Safran et al. (2001) findings that repair in rupture from clients’ point 
of view, not only allows therapy to continue effectively, but can also be a factor in 
improving overall outcome of the therapy. The majority of the participants (8 of the 
11) also indicated that this resolution enhanced the therapeutic relationship.
This study is unique in that the experiences of rupture from a client’s point of view 
have been investigated, and resolution as defined by clients is linked to voicing their 
concerns. This in turn impacts on the therapeutic alliance and personal development. 
However, it is a limitation in this study that the clients were also therapists and so they 
may be more willing to share ruptures than other clients. There is a need for more 
studies to look at understanding the clients disclosure of rupture and what the 
experience of hiding or revealing the rupture means for the client. In addition, this 
study can be used to provide support for the importance of the therapeutic alliance in 
the clients’ experience of rupture; when a good bond or as the author called it 
“relationship of safety” (Rhodes et al, 1994, p. 479) was not present most clients did 
not reveal their reaction to the therapists’ misunderstanding. This lack of disclosure 
had an impact on the long-term success of the therapy.
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This finding was supported by a more recent study (Sommerfield et ah, 2008), which 
found no significant correlation between confrontational ruptures and the client’s 
assessment of a session, but a correlation between withdrawal ruptures and the client’s 
assessment of a session. It was found that confrontational ruptures were associated 
with increases in discussion about the therapeutic relationship and so may have been 
on the path to resolution as indicated by Rhodes et al. (1994), and that withdrawal 
ruptures were associated with client expressed discomfort in the session. Once again 
proving support for voicing of rupture may not be a barrier to successful therapy, but 
not voicing it is associated with a negative impact.
Conclusion
This review looked at what we know about clients’ experience of rupture in the 
therapeutic alliance and how an understanding of this could impact psychotherapy 
outcome. There were four foci of enquiry: the relevance of therapeutic alliance to 
outcome, client involvement in therapeutic alliance and how that relates to outcome, 
the role of rupture in therapeutic alliance and outcome and how clients’ experience 
rupture and the impact that has on therapeutic alliance and outcome.
The role of good therapeutic alliance in successful outcome has been established in 
psychotherapy research (Horvath & Bedi, 2002; Horvath & Symonds, 1991; Martin et 
al., 2000). Good therapeutic alliance is key to positive outcome across differing 
psychotherapy models (Asay & Lambert, 2006), though it should be noted that clients 
differ in the types of therapeutic alliance that they find more helpful (Bachelor, 1995).
There is a need to better understand the causal relationship of therapeutic alliance to 
outcome (Norcross, 2002), however, there is some research supporting causation 
(Baldwin et al., 2007). A further need in therapeutic alliance research is to develop a 
theoretical explanation of the relationship of therapeutic alliance to outcome 
(Castonguay et al., 2006).
Clients’ assessment of therapeutic alliance is more likely to predict outcome than 
therapist or observer ratings (Horvath & Bedi, 2002; Horvath & Symonds, 1991). 
Clients’ assessment of helpful contributors to therapeutic alliance are therapist
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focused in terms of provision of skills, agreement on tasks and goals and a 
requirement for active listening and understanding in an environment of trust. Clients 
value their choices being recognised and the ability to contribute in therapy (Bachelor, 
1995; Bedi et al. 2005). It can be concluded from this research that clients’ account of 
the positive contributions to alliance ties in with Bordin’s (1979) conceptualisation of 
the therapeutic alliance as agreement on tasks, goals and the bond between client and 
therapist.
How the client impacts the therapeutic alliance and outcome is very difficult to assess, 
as there are many potential variables (Clarkin & Levy, 2003). However, there is some 
emerging research that links secure attachment with a good therapeutic alliance 
(Daniel, 2006). Research has indicated that therapists with high average therapeutic 
alliance scores can compensate for a client’s low therapeutic alliance score, resulting 
in a good overall outcome (Baldwin et al., 2007). Additional research supports the 
need for caution in labelling the client as having certain difficulties (Sommerfield et 
al., 2008), which can be contrary to an understanding of the client as an active agent in 
therapy (Rennie, 1992). A better stance could be to value clients’ experience while 
being aware of possible barriers to the therapeutic alliance.
The review of the literature to this point can lead to the conclusion that therapeutic 
alliance is strongly related to outcome (Horvath & Bedi, 2002; Horvath & Symonds, 
1991; Martin et al., 2000) and that clients’ appraisal of therapeutic alliance is also 
related to outcome (Horvath & Bedi, 2002; Horvath & Symonds, 1991). From clients’ 
point of view the therapeutic alliance is not a unified construct, as different clients 
prefer different types of alliance (Bachelor, 1995). In addition, it can be concluded 
from clients’ accounts (Bachelor, 1995; Bedi et al., 2005) of positive therapeutic 
alliance that their view is aligned with current understanding of therapeutic alliance as 
conceptualised by Bordin (1979). However, clients tend to have a more therapist- 
focused view of the provision of therapeutic alliance (Bachelor, 1995). It is possible to 
conclude from the literature on client impact on therapeutic alliance that attachment 
theory may offer a framework for understanding client difficulties in therapeutic 
alliance (Daniel, 2006). However, it does not support the blaming of clients for the 
effects on outcome (Baldwin et al., 2007).
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A key focus in psychotherapy research is the reduction of failure (Lambert et aL, 
2003). However, very little is understood about how ruptures affect therapeutic 
alliance and how they can be resolved (Norcross, 2002). Ruptures are linked to poor 
outcomes (Henry et al., 1986) and client initiated termination (Najavits & Strupp, 
1984). Better understanding of clients’ view of rupture may have an impact on 
reducing failure in psychotherapy as in-session rupture repairs are linked to better 
outcomes (Kivlighan & Shaughnessy, 2000) and reduction in client initiated 
termination (Safran et al., 2001). As concluded from previous sections, clients’ 
assessment of therapeutic alliance is key to outcome and so clients’ experience of 
ruptures in therapy may provide information to improve psychotherapy outcomes. In 
addition, rupture repair is a possible factor in improving outcome and reducing client 
initiated termination.
The last section of the review focused on clients’ experience of rupture. The 
therapeutic relationship from clients’ point of view can be negatively effected by lack 
of attention from their therapist (Saunders, 1999) or when the therapist has an over­
focus on transference (Piper et al., 1999). In addition, the research indicates that 
therapists can respond to rupture in negative ways such as retaliating with anger 
(Dalenberg, 2004), being defensive and negative (Safran et al., 2001), or an over­
reliance on the therapeutic model they are working in (Safran et al., 2001).
When clients and therapists are from different cultures, clients require additional 
sensitivity relevant to their culture (Israel et al., 2008; Jim & Pistring, 2007). Clients 
tend to be vigilant to differences with the therapist, only revealing them if they believe 
it will not damage the therapeutic alliance (Williams & Levitt, 2008). This research is 
valuable as it indicates the role of client agency in monitoring threats to therapeutic 
alliance and indicates they are not always voiced to the therapist.
Clients’ experience of in-session rupture is relevant to the therapeutic alliance as 
clients are able to identify hindering or unhelpful aspects of therapy (Dalenberg, 2004) 
that can inform therapist practice to reduce rupture. However, there is evidence that 
clients conceal negative reactions from their therapist (Hill et al., 1992; Hill et al., 
1993; Regan & Hill, 1992; Thompson & Hill, 1991) and that therapists tend to be
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unaware of these concealed negative reactions (Hill et aL, 1993; Regan & Hill, 1992). 
Further research (Rhodes et al., 1994) indicates that clients do not reveal negative 
reactions as they feel a need to defer to the therapist to keep the bond with them, even 
sacrificing their therapy goals in some instances. Despite this seeming reluctance, 
revealing their experiences of rupture could lead to improved therapeutic alliance and 
prevent permanent rupture (Rhodes et al., 1994).
So the relevance of clients’ experience of rupture in the therapeutic alliance to 
successful psychotherapy outcome is that clients tend to hide their experiences of 
rupture, but when they are revealed to the therapist they are more likely to be resolved 
and impact positively on therapeutic alliance and outcome and reduce premature 
termination. It is important to seek clients’ views on rupture as they are active agents 
in therapy who decide what to reveal or not to reveal and their views are more likely 
to correlate with outcome than therapists’ or observers’. If the client holds the key to 
understanding and resolving in-session ruptures in the therapeutic alliance then a 
greater understanding of this is likely to improve the overall success of psychotherapy, 
as it is established that alliance has a positive relationship with psychotherapy 
outcome.
The unanswered questions in the review are the lack of client accounts of in-session 
rupture and the direct understanding of how clients perceive the impact of rupture and 
rupture resolution on the therapeutic alliance. This could hold a key to a better 
theoretical explanation of alliance to outcome as further research is needed in this area 
(Castonguay et al., 2006; Lambert et al. 2003; Norcross, 2002).
[Reflecting on the use of self
I first became interested in exploring clients’ experience of the therapeutic 
relationship after reading Roth and Fonagy’s (2005), ‘What works for whom’. In the 
last chapter they discuss the importance of the therapeutic alliance across all theories 
of psychotherapy. I was inspired to take the clients’ phenomenological view when I 
was completing my psychology conversion course at South Bank University. We had 
a visit from the service users movement, who represented clients who have been part 
of the mental health service and who seek to campaign for better rights for people
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experiencing mental distress. Another influence was the chapter written by Spinelli 
(2003) in the ‘Handbook of Counselling Psychology’. Spinelli emphasised the 
importance of ‘being with’ the client and being accepting of their experience. He also 
spoke of the importance of ‘being for’ the client, that is try to experience with the 
client what they are experiencing. This attitude values the client and their experience. 
Spinelli also emphasised the importance of the ‘we-focused’ realm of how the client 
and the therapist are with each other in the therapeutic relationship. I felt that this was 
a rich area for exploration.
My own experience of being a client also inspired me to explore clients’ point of 
view; I had a difficult start to my personal therapy. I had arrived on time, to be told I 
was early and to walk up and down the street for 5 minutes. I felt very embarrassed 
and wondered what I had done wrong. In addition, I had agreed with her over the 
phone to take a daytime slot, which she offered at a cheaper student rate. However, 
when we met, she only wanted to offer a daytime slot at a non-student rate. I felt that 
she had misled me. I was in principle happy to pay the higher rate, but then I would 
have preferred an evening slot, as this was more convenient to me. However, I did not 
feel able to tell the therapist how I was feeling. As a new client, I was not sure how to 
behave or what to expect. I told her that I was not going to join her for therapy and 
gave the reason that I had decided against psychodynamic counselling. This was true, 
but I am sure that if we have made a good therapeutic relationship then I would have 
continued. However, I had hidden behind a different theoretical model, rather then 
confront my therapist. This experience inspired me to consider difficulties in the 
therapeutic relationship from clients’ point of view.
This interest from client’s point of view of the difficulties in the therapeutic 
relationship was the start point of my literature search. I conducted an extensive 
search of the literature. I have tried to review the literature with an open mind and 
with interest in the different points of view. However, it would be difficult to do so 
without any subjectivity. My wish to give the client voice has led me to a topic that 
favours the agency of the client and so therefore the papers reflect that. There is a 
great deal written on breakdown of the therapeutic alliance that argues it is client 
deficits that are to blame for therapeutic breakdown. Whilst some areas such as
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attachment styles are briefly explored I have not focused on this area, as it tends to 
privilege therapists’ account ahead of clients’ experience.
My personal view of the client is as a participant in therapy, not a patient with the 
therapist as an expert. I do not align myself with a particular theoretical framework. I 
value the way of being with a client that is promoted by the person centred approach, 
however I find the core conditions to be very therapist focused. I find myself agreeing 
with much that is written about the existential way of being with a client of valuing 
and trying to enter their world of experience. This way of relating to the client will 
have informed my assessment of papers, however, I was aware of the risk of ignoring 
papers that were not written from this point of view. Overall I feel I was able to put 
my bias aside, and I am very glad that I did as some interesting accounts from a 
clients’ point of view were conducted in the therapist as expert and client as patient 
philosophy such as Dalenberg (2004).
The literature reviewed is both qualitative and quantitative research. My view on data 
is that whether quantitative or qualitative, there is always the possibility of 
subjectivity and bias. My understanding of what and how we can know about clients 
tends to favour qualitative accounts that explore meaning and experience. However, I 
do not discount quantitative analysis and feel it can build our knowledge if directed at 
answering appropriate questions. This stance is taken by other researchers interested 
in clients’ views such as Cooper (2008). My view on what it is possible to know 
about people, and therefore clients, is that there is no universal truth waiting to be 
discovered; each client’s experience of therapy is their truth, even if it is not the 
therapists or an external observers truth. Knowledge gained about the client 
experiences is therefore subjective and likely to reflect the researchers bias and 
experience. Therefore, I would find client reports of their experience more credible 
than reports of their experience offered by observers or therapists. I feel very pleased 
to have explored this area, as I feel passionate about the importance of clients’ view.
It has informed me in my practice, as I understand that my client may defer to me and 
so I try to facilitate open discussion and to look out for non-verbal clues of deference.
I feel inspired to consider how I can contribute to the knowledge in this area and 
curious to see where this inquiry will take me.]
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Abstract
This research looked at therapy clients’ experience o f rupture in the therapeutic 
alliance. The aim was to explore and understand some of the meanings rupture 
has for clients. The objective was to acknowledge the voice of the client by 
incorporating it into the literature. Eight participants were invited to participate in 
the study. Participants were not in therapy at that time and an unstructured 
interview was used to collect the data. Interpretative Phenomenological Analysis 
was used to analyse the transcripts. The results showed two super-ordinate 
themes. 1. Participants experienced rupture as a loss o f empathy: as being 
judged, not understood or diminished. 2. The impact o f rupture on the 
participants was traumatic as it involved emotional turmoil, they felt it meant 
there was something wrong with them, it left them feeling alone, they hid a core 
part o f themselves to protect from further pain and rupture was generally not 
revealed as there was concern that this would upset the therapist or they felt they 
could not at the time as they were distressed. The findings are discussed in 
relation to past literature and links to therapeutic practice are explored.
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Introduction
A good therapeutic alliance has been identified as an effective common factor in 
successful psychotherapy (Horvath & Bedi, 2002; Horvath, Del Re, Fliickiger, & 
Symonds, 2011; Norcross, 2002; Norcross & Lambert, 2011) and has been described 
as the agreement on tasks, goals and the bond between client and therapist (Bordin, 
1979). Conflict in the therapeutic alliance, known as rupture is:
A tension or breakdown in the collaborative relationship between patient and 
therapist (Safran, Muran, Samstag, & Stevens, 2002, p. 236).
Bordin’s (1979) conceptualisation of therapeutic alliance has been applied to rupture 
as follows:
1) disagreements about the task of treatment,
2) disagreements about the goals of treatment,
3) strains in the bond (Safran et al., 2002, p. 236).
Rupture does not necessarily mean a permanent break in the therapeutic alliance, as 
rupture can be resolved. Safran, Muran, Samstag and Stevens (2001) argue that two 
kinds of therapeutic alliance relate to good outcome: the first, where there is a rupture 
that has been resolved, and the second where therapeutic alliance is good and steady 
or increases. There is also some support that therapeutic alliances with resolved 
ruptures can lead to a better outcome than when no rupture was present (Kivlighan & 
Shaughnessy, 2000). Resolving ruptures however is not straightforward as therapists 
are not always aware that a rupture has taken place (Hill, Thompson, Cogar, & 
Denman, 1993; Hill, Thompson, & Corbett, 1992; Regan & Hill, 1992; Thomson & 
Hill, 1991) and this may be due to concerns that revealing the rupture may further 
damage the therapeutic alliance (Rennie, 1994; Williams & Levitt, 2008). However, 
when a rupture is not resolved, this can lead to poor therapy outcome (Henry, Schacht, 
& Strupp, 1986) and premature termination of therapy (Najavits & Strupp, 1994).
Research with clients about their experiences of rupture has been limited (For a 
review see Jopling, 2009). This is despite findings that clients’ assessment of the
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therapeutic alliance is a better indicator of therapy outcome than either therapist or 
observer ratings (Norcross & Lambert, 2011). However, qualitative research with 
clients regarding their experience of a good therapeutic alliance found that clients 
valued respect, listening, competence, understanding, trust and being able to 
emotionally disclose (Bachelor, 1995).
The aim of this research was to explore and understand some of the meanings rupture 
has for clients, as these experiences are often hidden fi*om therapists. The objective 
was to acknowledge the voice of the client by incorporating it into the literature. To 
fulfill the aims and objectives of the study a qualitative approach was taken to answer 
the research question: how clients’ experience rupture in the therapeutic alliance.
Unstructured interviews were used as the method of data collection. This type 
interview is said to allow participants to define what the topic means for them and 
their experience of it, while reducing the influence of pre-existing assumptions of the 
researcher (Smith, Flowers, & Larkin, 2009). Interpretative Phenomenological 
Analysis (IPA; Smith, 1996) was chosen to analyse the data. IPA accepts that direct 
access to the clients’ world is not possible, but that through the interpretation of the 
researcher, how the participants make sense of their experience can be explored 
individually and themes developed fi*om the rich data. In line with qualitative research 
principles of the integrated role of the researcher (Willig, 2008), I have included self­
reflections in two separate paragraphs, but have also interwoven other reflections 
where appropriate in the text.
Method
Participants
Following IPA guidelines (Smith & Osborne, 2003), eight participants were selected 
purposively, i.e. they were selected as they were able to give their perspective on the 
topic of the study. In addition, clear criteria were applied so that participants were a 
relatively homogeneous group of people for whom the research question had meaning. 
This meant that the research participants were therapy clients who had experienced 
rupture in the therapeutic alliance and met the following criteria: adult non-therapists 
who had attended at least eight weeks therapy and self-expressed that they had
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experienced rupture; participants were not in therapy at the time of research and had 
self-expressed they were not suffering mental distress.
Participants were recruited using posters in a University town. Participants were all 
women and white, and were either employed or studying at degree or post degree 
level. Their ages ranged from 20 to 49. Their time in therapy ranged from eight 
weeks to 1.5 years and the therapy took place from two months to 13 years previous to 
the interview. The names of the participants have been changed to protect 
confidentiality. The participants were not asked why they attended therapy. A 
summary of the collected demographic details is in Appendix I.
Reflection
The researcher had conducted a literature review on clients’ experience of rupture 
(Jopling, 2009) and though this allowed the current study to be grounded in this 
context, it also means the researcher needed to be aware of how this had altered their 
fore-understanding (Smith et al., 2009). The researcher tended towards empathie 
interpretation to analyse the experiences of the participants as a key objective of the 
research was to give therapy clients a voice. IPA seeks to find the middle ground 
between empathy and suspicion when interpreting the experiences of the participants 
(Smith et al., 2009), however interpretation that suspects participants motives has 
been criticised as depriving the participants of their voice (Willig, 2008) or going 
outside the experience of the participant (Smith et al., 2009). The researcher was a 
client of therapy at the time of conducting the research and so empathy was possible 
from this position, but caution was needed to bracket off their own experiences (Smith 
et al., 2009). However, as a trainee counselling psychologist the researcher may at 
times have thought of the therapist’s point of view. Therefore caution was taken to 
bracket off this foreknowledge (Smith et al., 2009) to make sense of the participants’ 
accounts of their experience. The use of quotes to illustrate the themes facilitates the 
grounding of the analysis in the participants’ accounts to give voice to their 
experiences (Larkin & Thompson, 2012).
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Ethical considerations
This study has received a favourable ethical opinion from the Faculty of Arts and 
Human Sciences Ethics Committee at the University of Surrey (See Appendix II). 
Consideration was taken about potential distress arising from the study and a risk 
analysis was completed as part of the submission.
Procedure
When a potential participant contacted the researcher by email, an information sheet 
was sent to them and a time arranged for a telephone call to discuss taking part and for 
the researcher to go through the research criteria and the information sheet. Following 
this phone call, an appointment was made with the participant at a time that suited 
them to be held at Surrey University. When the participants arrived for the interview 
the researcher went through the information sheet and also gained signed consent 
before proceeding. To thank them for their time participants were paid £25 before the 
interview and it was made clear they could keep the payment even if they withdrew 
from the study. Data was collected using an unstructured interview (Smith et al., 
2009), which lasted for one hour.
The question was posed -“How did you experience rupture in the therapeutic alliance 
with your therapist?” Following IPA guidelines for unstructured interviews this 
question was planned to provide an overview of the experience of the participant so 
that “the resulting interaction is defined even more by the participant and is not 
structured around a priori issues or researcher led assumptions or topics” (Smith et al., 
2009, p. 70). Further prompts were prepared and the discussion guide can be found in 
Appendix III, however the intention was for the interview to follow a natural 
conversational style. Reflecting on this choice of interview the researcher wished to 
fully understand the life perspective of clients of therapy and for them to guide the 
interview completely with minimal input from a researcher who is also a therapist, 
seeking to reduce a possible power imbalance between researcher and participant and 
therapist and client.
Reflecting about how the study was conducted, and being open about the processes, 
has been influenced by Yardley’s (2000) four ways of assessing qualitative work:
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sensitivity to context, commitment and rigour, transparency and coherence and impact 
and importance. Regarding sensitivity to context the researcher conducted a thorough 
literature review on clients’ experience of rupture (Jopling, 2009) and was careful to 
attend to the participants’ experience of being interviewed by giving them a chance to 
debrief and by attentive listening throughout the interview. Regarding commitment 
and rigour, the research was committed to developing a thorough analysis of each 
participant’s account of rupture developed using an in-depth unstructured interview 
and a virtual audit which means that enquirers can view the process of research from 
transcription to theme table (Smith et al., 2009). Regarding transparency and 
coherence, details of how the analysis was conducted are given and the results section 
draws on accounts from the participants including verbatim quotes in the presentation 
of the themes. In addition, all the way through the research the participants knew the 
topic of enquiry and the purpose of the research. Regarding impact and importance: 
by aiming to explore participants’ accounts of rupture and to make sense of them the 
study aimed to produce a report that is helpful to therapists and trainee therapists and 
to give a voice to clients’ experience of rupture.
Analysis
The interviews were taped and then transcribed verbatim to form the data for the 
analysis. The data was analysed using Interpretative Phenomenological Analysis 
(IPA, Smith & Osborn, 2003). IPA has groundings in phenomenology and is 
therefore concerned with the lived experience of the participants, however there is an 
awareness that the participant in telling their story is trying to make sense of their 
experience, as is the researcher, and so there is a double level of interpretation or 
hermeneutic (Smith, 2011). In addition, IPA has a commitment to exploring 
individual experience as well as combining themes from participants (Smith, 2011). 
Due to the nature of the research question regarding clients’ experience of rupture IPA 
was chosen to illuminate their experiences, but also to provide an interpretation of 
these accounts situated in current literature.
To enable this, a series of four prescribed stages was followed (Smith & Osborne, 
2003). First, one transcript was read and re-read to facilitate a deep encounter for the 
researcher with the material and the participant’s world. As part of this process the
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taped recording was listened to three times. The second stage involved exploring and 
engaging with the transcript and noting down ideas and interpretations on the 
transcript. Third, the notes and transcript were read again and emerging themes and 
conceptual ideas arising from them were written down in notes. For the first transcript 
the themes and subthemes were placed on a master table; this represented a move to a 
more interpretative level for the researcher. This process was repeated for all the 
transcripts and the process of reflecting on how the previous transcripts had affected 
the researcher’s knowledge, i.e. how the researcher’s ‘fore-structures’ had changed 
(Smith et al., 2009) was carefully considered. Notes were written on the transcript for 
the first two analyses and then to facilitate data reorganisation on the other six 
interviews the themes were written on post-it notes tagged with the transcript number. 
Fourthly, the researcher developed a process of identifying where themes were 
connecting into each other or were not fully evidenced by moving sticky notes around 
or by drawing arrows of connection. At this time the researcher was able to move 
from a more empathie stance to a slightly distanced hermeneutic of suspicion (Smith 
et al., 2009) and so challenged and probed emerging themes. This was conducted by 
using A1 sheets with post-it notes and quotes. Reflecting on the process, at times the 
researcher had an insight from their own experience of being a therapist or client and 
had to be careful to bracket these assumptions and to ground any emergent theme in 
the participant’s account. This was also a time when ingoing ideas could not be 
carried forward as it became clear to the researcher that the ruptures for the 
participants were not minor events and this challenged the foreknowledge brought into 
the process that ruptures ranged from minor events to major difficulties in therapy.
Finally the themes were put in a master table of themes and sub-themes and the 
transcripts were read and tapes listened to once more to check coherence and 
grounding in the experience of the participants. At this stage any new quotes were 
added and some sub-themes were removed. Though this is described as a linear 
process, in reality the research went back and forth between themes and participant 
accounts of their experiences in a circular reiterative way (Smith et al., 2009). Each 
theme is illustrated by verbatim quotes from four participants (Smith, 2011). Across 
the results section all the participants’ experience is represented. Finally, having
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feedback from the first draft of this report the first theme changed name, but the sub­
themes remained the same.
Results
Although the participants varied in their backgrounds and experience some 
commonalities were discerned within the data. Within the presentation of the themes 
the idiopathic foundations of IPA (Smith et al., 2009) will be followed so that 
individual voices can be heard. In addition, when participants diverged in their 
experiences this is explored. Two super-ordinate themes were developed from the 
participants’ accounts: ‘ rupture as loss of empathy’ and ‘rupture as a traumatic 
experience’. These two themes are explored below.
Superordinate theme 1: Rupture as a loss o f empathy
Rupture for most of the participants in this study was understood as a loss of 
empathy as they felt judged, not understood or diminished. Previously empathy has 
been defined by Carl Rogers (1980, p. 142-143) as: “entering the private perceptual 
world of the other.. .being sensitive, moment by moment to the changing felt 
meanings.. .lay aside your own views and values in order to enter another’s world 
without prejudice.”
The rupture was not part of minor losses of perceived empathy as the content was 
deeply personal and an essential part of their sense of self or self-worth. The sub­
themes o f ‘being judged’, ‘not understood’ and ‘diminished’ will now be presented.
Note regarding presentation o f quotes:
Where text is omitted the quote will signify this by use of parenthesis, (). Text was 
only omitted if a reduced excerpt best illustrated the interpretation of experience.
The names of the participants have been changed to maintain confidentiality.
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Sub-theme 1: Being Judged
Rupture as a feeling of being judged was part of a sense of disappointment that the 
therapist was not accepting and so did not meet their expectations. This is illustrated 
by Fiona, who explicitly points this out:
I would have expected her to have been, erm more accepting of what I was 
saying. Not that I thought what I was saying was 100% right or anything like 
that but just, non-judgmental. It’s the judgment thing again. Fiona, p. 32.
The deeper meaning of judgment as a loss of empathy is illustrated by the nature of 
the judgments as being deeply personal to the participants. In the next extract 
Hannah reveals that she took a risk talking about something that was judged, and 
how this was core to her sense of self leaving her feeling weak:
[The judgment], was about something very, very, very, very personal and very, 
erm, a very sensitive issue for me so I didn’t feel comfortable talking about, 
suddenly that made me feel weak and I hated feeling weak. Hannah, p. 75.
Rupture as judgment was especially threatening for those participants who 
experienced rupture from the outset and included an external threat to the self. It 
seems that this type of judgment may have been a factor in not being able to forge an 
alliance at all. In these accounts the threat to the self was made explicit. This can be 
illustrated in Anne’s account where there is a real sense of fear for herself and her 
family from an explicitly named threat of being sectioned:
I didn’t ever tell her about the singing voice, because by that point I started 
thinking they are so going to stick me in a mental institution! (laughs 
nervously) and I ’ve still like got a child at home and things, you know and so. 
Anne, p. 13.
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With Ellie, another participant who experienced rupture from the outset, the external 
threat of judgment was something that could make her situation worse than it already 
was. The fear of judgment was regarding action from others that would interfere in 
her life and in this sense is similar to the experience of Anne:
I didn’t kind of want to make it worse by kind of saying something and then 
having people intervene because, yeah well, we had enough issues as it was. 
Ellie, p. 18.
In both these accounts the issue of confidentiality is combined with the sense of 
judgment and may have contributed to the difficulties in forming an alliance. With 
Anne it was the fear that the therapist would report her and she would be sectioned 
and with Ellie that others would be told and then this would make her situation worse.
Rupture as a judgment means that the therapist is not perceived as empathie and can 
be seen as an internalised threat, as with Hannah who felt that it made her weak, or an 
externalised threat of being sectioned or things being made worse. In addition, the 
experience of rupture as judgment has an active element in the role of the therapist as 
they felt a negative effect from a therapist’s action.
Sub-theme 2: Not understood
Rupture as not being understood was qualitatively different to judgment, in that the 
therapist was felt as not active enough in making an effort to try to understand. In not 
being understood there was the sense of not mattering or being important to the 
therapist. There was a sense that not being understood could be in some way 
neglectful as Anne talks about in the next extract:
So everything is getting built up inside me and I’m having like one phantom 
pregnancy after the other, when at the time, when somebody should have been 
saying, ‘someone needs to sort Anne out’. Anne, p. 2.
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In addition to a sense of feeling neglected, rupture as not being understood includes an 
element of feeling unknown by the therapist as if the therapist was expected to 
perceive what the client wanted from therapy:
But, I was thinking, T don’t think she understood that was how I 
communicated’. Claire, p. 27.
Furthermore, the sense of being unknown means that the therapy is therefore not a 
rich experience as illustrated by Diane’s sense of therapy as ‘black and white’; a 
feeling of going through the motions rather than a real connection:
You know without emotional understanding there, so I can tell him a story, but 
it’s just a very kind of black and white story. Diane, p. 50.
The rupture caused by not being understood by the therapist was not trivial but 
something that was important to the client at that time. There was a sense of being 
disappointed that understanding did not occur in an environment where they felt it 
should have. This is illustrated by Fiona in the next extract:
I felt you know as if I ’d been invaded and you know I thought she would have 
understood. Fiona, p. 36.
The following account by Diane illuminates the experience of not being understood 
and with the use of metaphors highlights how client and therapist approached the 
therapy from different paradigms, indicating a co-construction of the rupture. Diane 
felt the therapist wanted her to be more active, to ‘pick a thread’:
He liked to describe my mind as a big tangled rubber ball and you’d have to 
try and sort of pick at it until he could find an end and then attempt to try and 
unravel it and so he was like “You’ve just got to try and you know sort of just 
pick at it”. Diane, p. 3.
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Whereas she seemed to be seeking a more active engagement from him to help her 
with her sense of being trapped:
I mean life is you know it’s just a massive sort of spider web of all these 
different things and they all meet up and things. But I think it’s sometimes 
difficult, like it was difficult to be giving the impression of that and although 
you know he might have felt that he kind of had an idea, but I don’t think he 
sort of truly did. Diane, p. 23.
The importance of the issue that was not understood by the therapist was a factor in 
the participants’ experience of rupture, in the same way the issue being judged was 
core to them. In the next extract Claire talks about how the lack of understanding was 
very scary:
So I don’t think there was an understanding on her point. Do you know what I 
mean? But I still think, I came away thinking, “Oh, my God, am I turning into 
my mum,” which is a big scare, like for an alcoholic child. It’s the one thing 
you don’t want to do. Claire, p. 26.
Sub-theme 3: Diminished
Rupture was also experienced as a power struggle with the therapist and one where 
they felt that they had been diminished or attacked in some way by the therapist. Ellie 
brought a metaphor of her experience as being like a military attack:
I guess it’s just because it’s all so personal that’s why it all felt like 
interrogation, it was just question, question about all this in-depth stuff and it 
was a little like I was being, it was all this emotional bombardment and I just 
couldn’t get away from that. Ellie, p . 11.
The feeling of being broken is found in the next excerpt indicating the threatening 
nature of the rupture:
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I didn’t expect that she was going to break me down in the first session. Becca, 
pl4.
There was a sense of a power struggle leading to rupture as there was a loss of 
equality. This perception that the therapist was more powerful left them feeling 
diminished. Claire brought this to life with a picture of the therapist as an evil 
cartoon character, showing her experience of losing out to what she perceived as a 
powerful therapist:
Do you know The Simpsons, oh, that guy that owns the plant, I can’t, 
one character and, and he always stands there like this, and he used to sit back 
on his chair and he’d have his two hands like this, like, “I ’m the interviewer. 
I ’ve got the power, you’re nothing.” () I was just a little girl that needs to get a 
grip. And thinking that at 14 is so diminishing. Claire pp. 21-22.
Being diminished also included a sense of their will being subsumed by a more 
powerful therapist:
She wanted people to come so she could cure them, or make them better in her 
way, and I wanted to go for a very different reason. Gemma, p. 59.
Rupture as feeling diminished ranged from a sense of actively being broken or 
attacked to a feeling of having lost their own agenda. The diminished self seems to be 
part of an experience of the therapist as being more powerful and the strength of this 
is emphasised by the use of metaphor.
To sum up the participants’ experience of rupture in the therapeutic alliance was one 
where something important to them was judged, not understood or they felt 
diminished i.e. they perceived a lack of empathy from their therapist. There was a 
sense that these actions occurred in an environment where they felt they should have 
been able to expect acceptance and understanding. Additionally, the importance of the 
issue at the heart of rupture was also seen in the participants’ experience of the impact 
of rupture, where the rupture and the distress resulting from the rupture were
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intertwined with the distress they were experiencing in their lives. This will continue 
to be explored in the next theme.
Superordinate theme 2: Rupture as a traumatic experience 
The importance of the issues that were involved in the rupture was discussed in the 
previous section and in this way the superordinate themes link together. The 
differences between them are that the first super-ordinate theme focuses on what 
rupture is for the client and the second how rupture was experienced. The theme 
‘traumatic experience’ has five sub themes; emotional turmoil, something wrong with 
me, alone, hidden self and un-revealed rupture. Trauma can be defined as: “ a deeply 
distressing experience; emotional shock following a stressful event.” (Oxford English 
Dictionary, 2008, p. 1103) and the name of the theme ‘traumatic experience’ was 
chosen to emphasise the distress the participants felt regarding the rupture.
Sub-theme 1:Emotional turmoil
The experience of rupture was like an emotional turmoil linked to life events 
happening at the time of therapy. The ruptures were at a time of emotional upheaval, 
as one may expect with participants who were in therapy, and so they had a powerful 
impact on the participants that was hard to separate from their life events. Ellie talks 
about the therapy and the difficult events as something that were ‘coloured together’; 
that is she found it hard to separate the distress of the rupture from the distress in her 
life at that time. As she recalled the time of therapy and the difficulties she had, she 
was upset in the interview, indicating the strength of the impact of the rupture as part 
of a difficult episode of her life:
I guess actually because it’s making me like a little bit upset, that it obviously 
was a little bit of a negative time, but I don’t know if that’s just because my 
parents were divorcing. So it wasn’t about the therapy, it was about that and it 
was all just coloured together. Ellie, p. 39.
The linking of the current distress with the rupture resulted in a powerful emotional 
impact that can be likened to a traumatic event that puts the client in danger. This is 
illustrated in the next quote, where Claire likens the impact to being chased by a tiger:
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The only way I can explain it, like you’re just walking along normally and you 
suddenly see a tiger chasing after you, it’s like that surge of adrenaline, like, 
“Oh, my God, if I don’t run I ’m going to die,” and it’s like that. And it scared 
the hell out of me. And I, kind of, like, thought, “This person I trust, she’s 
telling me that I’m going to be an alcoholic.” Claire, pp. 33-34.
The impact of the rupture for the clients seemed to feel very strong and almost 
physical. There was a sense of either being attacked or wounded or a feeling of 
disgust at the embarrassment of the rupture and the self-loathing that ensued. The 
responses are full of emotion such as “Like going to the dentist’s surgery” (Anne), 
“being wounded” (Fiona), being in “turmoil” (Ellie) or “bit like something disgusting- 
I don’t know-stuck on your shoe” (Hannah). There was a sense that the reaction was 
somehow unexpected and out of control of the client as illustrated by this account of 
the impact that Becca experienced:
I just, I didn’t expect to cry or to, you know, actually have a panic attack in the 
session. Becca, p. 16.
Sub-theme 2: Something wrong with me
In addition to the emotional turmoil, the impact of the rupture in the therapeutic 
alliance for the client centred on their own pain or feelings, rather than the relationship 
with the therapist, i.e. the impact was turned inwards in self-criticism. The feeling of 
something being wrong with them ranged from being an “irritant” (Fiona) to the 
therapist, to feeling like they were naughty and infantalised by the therapist, as 
illustrated by Claire:
I felt like I was being put in the naughty comer and being said to, “See what 
you’ve done.” Claire, p. 4.
The feeling of self-doubt caused by the mpture fed into a self-doubt that may have 
existed previously or was part of the distress that the participants entered therapy with.
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This circular effect is illustrated by the quote from Gemma, it seems the doubt is not 
something new for her as she uses the word ‘again’:
Just kind of like. I’ve got something wrong again, or I’m not thinking right, or 
something, or I should -  my feelings are kind of invalidated, and a bit put- 
down. Gemma, p. 64.
The sense that there was something wrong with them also related to a feeling that they 
were not performing well in the therapy or meeting the therapist’s expectations, i.e. 
that they were failing at the therapy process, as can be seen from Hannah’s 
experience:
I felt like I was failing and not seeing that and just being whiny or something, 
yeah. Hannah, p. 25.
The themes of emotional turmoil and feeling that something was wrong with them due 
to the rupture were further impacted by the feeling of being distanced from the 
therapist or by a feeling of being alone or hiding from the therapist. This is explored in 
the following two themes of ‘alone’ and ‘hidden self.
Sub-theme 3: Alone
The sub themes of being ‘alone’ and ‘hidden self are similar but qualitatively 
different; being alone is more passive than being hidden. To be alone is to be 
“isolated” (Oxford English Dictionary, 2008, p. 24), where as to hide is to respond to 
an outside event, to “conceal oneself’ (Oxford English Dictionary, 2008, p. 475). A 
feeling of being alone as a result of the rupture hints at the effect on the relationship 
aspect of the therapeutic alliance. The sense of the therapist being there on a physical 
level, but not an emotional level is powerfully portrayed by the participants by the use 
of metaphor. This can be illustrated by Anne’s quote where her sense of being alone 
at her time of need is represented by a memory of a two dimensional therapist whom 
she did not feel reached out to her. The feeling was not only a memory but continued 
to the present with the inability to recall the face of the therapist at the time of the 
interview:
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I wouldn’t be even able to visualise her, her face right now, um, you know for 
me she was, she was so, so two dimensional, she was just, she always had her 
hands in her, her lap, um and playing with them, but, there’s was nothing. 
Anne, p. 3.
Feeling alone, like the emotional turmoil of the rupture, had a powerful impact as 
again it was wrapped up in the distress that brought them to therapy and a sense that if 
the therapist is not helping them, who will?
There’s no help, I mean if he’s like that, the whole world must be like that.
And at that point I felt so lonely and I thought, ‘the one thing that I can turn to, 
it’s not there’. Claire, p. 8.
Being alone seems to represent the lack of, or loss of the relationship with the 
therapist and the sense of this is pictorially represented by the participant perceiving 
the therapist as two-dimensional and a feeling of distance between them. The distance 
is portrayed as insurmountable and once again there is a strong use of metaphor in 
Diane’s experience:
Yeah kind of, there’s just that gulf between you. Diane, p. 52.
The feeling of being alone after the rupture worsened as time went on as the rupture 
remained unresolved. It seems that the rupture may have occurred due to an event of 
being judged, not understood or diminished, but that the impact had a growing, long 
term and damaging effect. Therefore the impact of the rupture was beyond the 
immediate emotional turmoil. A quote from Fiona illustrates this impact:
I kind of, you know, felt more and more distant I suppose from her.
Fiona, p. 14.
Sub-theme 4: Hidden self
Unlike the passive feeling of being alone, the experience of hiding seems to be one of 
actively protecting one’s self from further judgment or not being understood or of
125
being diminished further. To re-experience the rupture or to have further rupture was 
something that the participants wanted to avoid as illustrated here:
Be careM what I say about drinking, because I know she is going to make a 
judgment on that. Claire, p. 55.
The process of hiding was seen as protective from judgment, but it also meant that the 
goal of therapy was compromised as the hidden self meant that an important issue for 
the client was not able to be thought about. This can be illustrated with the next quote 
from Hannah, that emphases the core nature of the topic that she felt could not be 
talked about as a consequence of the rupture:
I think the thing the misunderstanding was about kind of remained afterwards 
because it never, I never really talked about the core thing. Hannah, p. 41.
In hiding key issues in the therapy as a result of rupture there was the experience of a 
‘tipping point’ where the hidden self meant that therapy was not helpful anymore. 
Here Fiona described how after a session of avoiding core issues she realised she 
should stop therapy:
So just complete and utter rubbish really, I was talking. After that session I 
walked out of there and I just thought, ‘no, I don’t want to do this anymore’. 
Fiona, p. 20.
The protective factor of hiding the self was a strong emotional need; Ellie used the 
language of war, as she did in her experience of rupture as ‘interrogation’ and 
‘bombardment’. For her to remain hidden was a matter of being on guard:
I still didn’t let my guard down. Like I still didn’t let myself properly throw 
myself into all her questions and kind of say, ‘this is how I really feel’. Ellie,
p. 16.
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As well as a need to hide as a protective factor from further rupture, there was also a 
self-protective function from possible external forces. This was strongly seen in the 
participants who experienced rupture from the beginning of their therapy, i.e. Ellie 
and Anne as discussed previously. Hiding after rupture is linked to the next theme of 
the unrevealed nature of the rupture.
Sub-theme 5: Rupture unrevealed
The unrevealed rupture sometimes stemmed from an active stance of deciding not to 
reveal to a more passive stance of not feeling able to reveal the rupture. The more 
active stance included not wanting to be rude or upset the therapist:
Like iff  ever do go back, it wouldn’t be so great if the last thing I said to him 
was insulting. Diane, p. 55.
There was also a sense of cultural norms and rules for exchange that were also applied 
in therapy. The situation of confronting someone including a therapist was outside of 
the client’s expected way of being as illustrated by Anne:
I f f  went into therapy now, I think I would still do that, I don’t think that would 
change, I think I would still say to therapist ‘yeah. I ’m fine and looking 
forward to next week’ and, and keeping and you have to have these little um, 
etiquettes as then it makes, normalises it a bit. Anne, p. 30.
Other accounts made it clear that there was a passive stance to not revealing rupture at 
the time of therapy as the rupture was of a deeply personal nature and so broaching it 
was not always felt to be possible. In addition, the clients had come to therapy to feel 
better about themselves and so in their distress they felt they did not have the skills 
necessary to reveal the rupture as highlighted in the following extract:
The problem was I wasn’t very good at.. .well, that’s the whole reason I 
wanted to go to therapy, I wanted to get better at standing up for myself () so I 
just didn’t mention it, which was, kind of, annoying because I, kind of, wish I 
had. Gemma, pp. 24-25.
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There was a vicious circle element to this; for Gemma the impact could not be shared 
as it was part of the issue that she wanted to address in therapy, i.e. needing to be able 
to stand up for herself. This experience of not being able to show the impact of the 
rupture indicates a lack of agency for clients in revealing the rupture rather than a 
decision to hide the impact.
The participants during the interview took time to make sense of why they did not 
reveal the rupture to the therapist. In some ways it was a mystery to them and 
continued to have a feel of mystery in the interview, as well as indicating that this 
aspect of the rupture has an unprocessed feel to it, as illustrated in the following 
excerpt:
It’s odd, because I am kind of realising things that I, yeah that I didn’t really 
know like how I felt about it, it just kind of happened and I didn’t really 
connect with it, it was, yeah, like it was kind of not happening, but happening 
at the same time, it was really surreal and I don’t know. I, I like looking back 
on it now I’m realising it was like a really hard point in my life, I mean I 
always knew that, but I’m kind of realising it again more now. Ellie, p. 26.
The rupture was not revealed, as it was not possible in the clients’ way of being at that 
time as they were in distress. This was not necessarily a conscious decision and it was 
difficult in the interview to explore. It may have been that the loss of empathy 
described in the first theme did not provide an environment that facilitated rupture 
revelation. However for one participant there was a different experience; for Becca 
though she initially did not tell the therapist about the rupture, over time she felt able 
to let her know:
Yeah, I told her, I did tell her, when she asked me I did tell her, but I wouldn’t, 
I wouldn’t have told her, I don’t think. Becca, p. 37.
Please see the summary master table in Appendix IV for further details.
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Discussion 
Rupture as traumatic
Rupture in the therapeutic alliance, for these participants, was felt to be traumatic, i.e. 
a “deeply distressing experience” (Oxford English Dictionary, 2008, p. 1103) caused 
by events that involved the loss of perceived empathy from their therapist. It is not to 
say that there are not minor issues in therapy that may strain the therapeutic alliance, 
but the term rupture implied severity of strain to these participants and this research 
needs to be read with this in mind. The research also explores how the rupture was 
mixed up with the participants’ sense of distress at the time of therapy; the emotional 
impact was hard to separate, leading to the impact of rupture being experienced as 
traumatic; an emotional turmoil and the self-doubt of there is ‘something wrong with 
me’. The seriousness of the rupture for the participants gives greater understanding as 
to why rupture has been linked to poor outcome (Henry et al., 1986) and premature 
termination of therapy (Najavits & Strupp, 1994). This understanding of the role of 
rupture as linked to distress helps understand how difficulties can negatively affect the 
therapeutic relationship, an area that has had very little focus in psychotherapy 
research (Samstag et al., 2008).
Rupture as perceived loss o f empathy
Rupture for the participants was a loss of perceived empathy from being judged, not 
understood or diminished. These experiences when compared to the definition of 
rupture: “disagreements about the tasks of treatment, disagreements about the goals of 
treatment, strains in the bond” (Safran et al., 2002, p. 236.) are most aligned to the 
concept of ‘strains in the bond’. The understanding that rupture can be about a loss of 
empathy gives greater depth to the concept of ‘strains in the bond’. Empathy has been 
an important condition for therapy arguably since Freud (Shaughnessy, 1995) and 
further developed by the person-centred approach (Rogers, 1957). Empathy can be 
defined as the: “ability to understand and share the feelings of another person”
(Oxford English Dictionary, 2008, p. 325) and this is what the participants felt was not 
available to them at the time of rupture. In addition, the link to loss of empathy as a 
rupture in the therapeutic alliance concurs with positive therapeutic alliance research 
that found that a good therapeutic alliance from a client’s point of view focuses on
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therapist input such as respect, listening and facilitation of understanding, i.e. an 
empathie environment (Bachelor, 1995).
The participants experienced rupture as an action from the therapist in being judged, 
not understood or diminished, i.e. it is therapist centric. It seems that rupture as a co­
construction is not part of the lived experience for these participants, nor was it for the 
participants in the Bachelor (1995) and Bedi, Davis, and Williams (2005) studies on 
what makes a good alliance. From the participants’ point of view it seems that the 
therapist holds the key to a good alliance. This is in line with Baldwin, Wampold, and 
Imel (2007) who argue that client factors may be over emphasised. Furthermore, 
research has found that a promising area of enquiry is the relationship between client 
perceived therapist empathy and therapeutic outcome (Bohart, Elliott, Greenberg, & 
Watson, 2002) and the further study of therapists’ skills in this field is an area for 
future development (Lambert, 2010).
Rupture leaving client feeling alone or needing to hide 
The loss of empathy is linked to the other super-ordinate theme of rupture as a 
traumatic experience for the participants, in particular the sub-themes of feeling alone 
and distant from the therapist. This infers a strain in the bond as a consequence of the 
rupture and so once again ties in to the definition of rupture (Safi*an et al., 2002), and 
yet this strain is about the impact of rupture rather than the rupture itself.
A further indication of the traumatic impact of rupture was that the participants 
indicated that they needed to hide the rupture. This seemed to be an active choice to 
avoid further pain and judgment. The active process of clients hiding difficult issues 
fi*om the therapist concurs with other studies (Hill et al., 1992; Hill et al., 1993; Regan 
& Hill, 1992; Rennie, 1992; Thomson & Hill, 1991). One study found that 65% of 
things left unsaid were negative (Hill et al., 1993) and clients’ gave their reasons as 
overwhelming emotions, avoidance and concern that the therapist would not be 
interested or understand. The participants in this study seemed to share in the 
experience of the Hill et al. (1993) study in that there was a protective stance of being 
concerned it was too overwhelming, or that the therapist would not be interested. Yet
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there is an additional element that can be understood from these participants: that they 
were protecting themselves from further hurt.
Rupture unrevealed
As with hiding of the self, the rupture was not disclosed in therapy for all but one 
participant. This was less of an active stance as the participants felt unable to bring up 
the rupture or they were concerned about upsetting the therapist. Rennie (1992), 
identified that when clients experienced negative events they had two different 
reactions: they may decide that the negative reaction will help them to develop and 
grow, or they may feel their negative reaction is justifiable which caused the negative 
feeling to continue. The participants’ experience of rupture fell into the second 
category; of the rupture being a justifiable hurt for the participants that stayed with 
them. This sense of being hurt did not seem to spur the clients to reveal the rupture. 
Clients hiding rupture was found in a further study by Rennie (1994), which found 
that clients’ tended to defer to the therapist to maintain the therapeutic alliance when 
they had negative reactions and this response was organised into four clusters:
Concern about the therapist’s approach, fear of criticising the therapist, 
understanding the therapist’s frame of reference, meeting the therapist’s 
perceived expectations (Rennie, 1994, p. 431).
This is similar to some of the participants’ experience in that some of them did not 
want to upset the therapist. However, the underlying issue of preserving the 
therapeutic alliance seems to differ; for the participants in this study there was a focus 
on keeping themselves safe or feeling unable to let the therapist know about the 
rupture at that time.
The participants in this study did show themselves to be active agents during rupture 
as they hid from the therapist or decided to end therapy. However, in not revealing 
the rupture there also seems to be a loss of agency. That the client is an active agent in 
their therapy has support from in-depth qualitative research indicating that clients are 
self-aware agents (Rennie, 1992). However, it is also argued by the same author that 
their agency did not lead them to solve their mental distress and that is why they
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sought extra help from therapy (Rennie, 1992; Tallman & Bohart, 1999). It seems in 
rupture the agential self is lost in the same way and that outside help from the 
therapist may be needed to resolve the rupture. As well as the loss of agency that 
rupture can cause, the lack of rupture revelation did negatively impact on the therapy; 
yet, when it was revealed by one participant this positively impacted on the therapy. 
This concurs with previous research that found that when ruptures were discussed this 
positively impacted on the therapy outcome (Rhodes, Hill, Thompson, & Elliott,
1994).
Limitations of the study and implications for future research 
IPA is a rigorous method that details the steps to interpret rich participant accounts of 
experience (Willig, 2008). However, the method focuses on thoughts about the 
experience and may be less able to capture other senses such as feelings and 
physiological responses (Willig, 2008). This means the participants in this study may 
have had other non-verbal, non-cognitive responses that are not captured here, though 
the use of metaphor does provide some understanding of the emotional and physical 
experience. Future qualitative research employing a method of exploring non- 
cognitive accounts may further enrich our understanding of clients’ experience of 
rupture.
Another aspect of experience that is less explored in this study is minor rupture. The 
research asked clients about ruptures and though the definition in the psychotherapy 
research literature includes minor and major rupture events in therapy (Safran, Muran, 
& Eubanks-Carter, 2011), the participants in this research focused on ruptures that had 
a large impact. This may not be surprising as the word rupture means: “to break or 
burst suddenly” (Oxford English Dictionary, 2008, p. 904). If lesser ruptures are to be 
explored it may be necessary to use a different research question, such as 
misunderstandings (Rhodes et al., 1994) and perhaps a different method as IPA is best 
suited for exploration of issues that highly relevant to participants (Larkin & 
Thompson, 2012) and minor ruptures may not be of significant importance to clients.
One area where the purposeful sample was not homogeneous was that two of the 
participants experienced rupture from the beginning of therapy and six experienced
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rupture after a good working alliance had been established. However, their experience 
of rupture was similar in that they felt judged, not understood and diminished. For the 
clients who experienced rupture from the beginning, it was not an event that led to 
rupture but the circumstances of therapy itself, where they were in an environment 
where they did not feel sure about confidentiality, and their life issues at that time 
were traumatic in themselves. Despite these differences their experiences align with 
the literature on rupture as an event, or as a failure of the therapeutic alliance to be 
forged at all: “Ruptures can be both negative shifts in the quality of the alliance and 
ongoing problems in establishing an alliance” (Lambert, 2010, p. 138).
The issue of non-cognitive experiences of rupture, magnitude of rupture and the 
timing of rupture could be usefully considered in further research. They highlight an 
important issue in rupture research: the definition of both what rupture is and when it 
takes place in therapy is very broad and maybe usefully redefined in future research.
It would also be helpful to understand how clients and therapists negotiate rupture 
successfully to see how rupture resolution can be included in therapy, as the hidden 
nature of rupture is likely to hinder this process.
Implications for therapeutic practice
A better understanding of clients’ experience of rupture in the therapeutic alliance 
informs therapeutic practice as it alerts therapists to be vigilant for these events 
(Safran et al., 2011). Previous research has also pointed to the hidden nature of 
rupture, however this research enriches our understanding of the nature of rupture as 
intertwined with distressing life events and amplifies an understanding of what rupture 
is for clients; it goes beyond the definition of rupture as differences in goal and task 
and strains in the bond. Rupture for clients’ is therapist focused and specifically on a 
perceived loss of empathy.
This research highlights the therapist focus on what rupture is for clients, yet the 
resolution of rupture for therapists is difficult, as the impact of the rupture may not be 
revealed in therapy. In addition, the lack of rupture revelation is not necessarily a 
conscious decision by clients, but an inability at their time of distress. One participant 
did reveal rupture and it seemed this was by invitation from the therapist in an
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atmosphere of welcoming feedback. There is a therapeutic method that seeks to train 
therapists in recognising ruptures and resolving them and indications are that this can 
improve therapeutic outcome (Safran et al., 2002; Safran et al., 2011). Furthermore, a 
recent study (Constantino et al., 2008) indicated that therapy that provides a rupture 
resolution element to it has a positive effect on outcome as well as higher therapeutic 
alliances and empathy scores than the same therapy. Cognitive Behavourial therapy 
for depression, without the rupture resolution aspect to it. It seems that these methods 
of therapist centric measures of rupture resolution could be useful in addressing 
clients’ difficulties in therapy.
Conclusion
The participants in this study experienced rupture as a loss of therapist empathy when 
something core and important to them was judged, not understood or diminished. The 
ruptures explored were major events that were perceived as traumatic for the 
participants and did not range in severity from small issues to major issues as in the 
literature definition (Safran et al., 2002).
Rupture for these participants seemed to be more like a perceived loss of empathy 
than a disagreement or strain in the bond with their therapist, as detailed in the 
definition (Safran et al., 2002). The experience of rupture for the clients focused on 
the impact of the therapist on them rather than focusing on a relational/co-construction 
element. This is found in other research into clients’ views on what affects a good 
therapeutic alliance, which heavily featured therapist input (Bachelor, 1995; Bedi et 
al., 2005). In addition, research focused on therapist effects has found that therapist 
empathy can affect therapeutic outcome (Bohart et al., 2002).
Rupture for these participants was experienced as traumatic: emotional turmoil, a 
feeling that ‘something is wrong with me’, feeling alone, feeling a need to hide 
themselves emotionally and not revealing the rupture. It was also apparent that the 
intensity of the impact of the rupture was wrapped up in the difficulties of life at that 
time, and that the impact of the rupture tended to be turned inwards leaving the 
participants with a sense of being in the wrong or feeling alone. However feeling 
alone does hint at the relational impact of rupture for the participants and is
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represented by the definition of rupture as a ‘strain in the bond’ with the therapist 
(Safi’an et ah, 2002). Yet this was about the impact of the rupture, rather than the 
rupture itself.
A key impact of the rupture was that participants hid themselves and this seemed to be 
an active choice. Clients hiding negative effects are well documented in the literature, 
yet this study deepens our understanding of this as something that is perhaps serving 
as protection to them rather than to maintain the alliance. Finally, the participants 
generally did not reveal the rupture to the therapist. This was divided up into two 
reasons: the first an active choice of not wanting to upset or anger the therapist, the 
second that they felt unable to do so at that time. This loss of agency in the face of a 
revealing the rupture differs fi*om other studies that showed the client as making an 
active decision to hide to save the therapeutic alliance (Rennie, 1994).
Reflection
The areas that challenged my fore-understanding from my previous literature review 
(Jopling, 2009) were that the clients perceived the ruptures as major events and that 
understanding them and working through them in therapy was wrapped up in their 
distress at that time. This led me to consider my experience of rupture as a client and 
how this may have been to do with my own distress at that time, as being new to 
therapy I had thought the fault lay with the therapist. This has led me to seeing rupture 
as more of a co-construction, whilst still valuing the clients’ perception of the need for 
the therapist to be actively resolving ruptures. Other areas that challenged my 
foreknowledge were regarding rupture as a perceived loss of empathy. Empathy is 
something that as a therapist I value, however, when I first titled the first super­
ordinate theme I called it ‘threat to self. It was only as I approached the study after a 
break, and thinking about feedback from my supervisor, that I saw how loss of 
empathy was the concept that pulled together the sub-themes of rupture as judgment, 
not being understood or feeling diminished. This has led me to consider how I can 
use this understanding in future research.
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Appendix I - Participant demographic details: All participants were female.
Ethnic origin Age Employment Time in therapy Type of therapy
Anne* White British 35 Student 8 weeks Bereavement
Becca White British 22 Student 12 weeks CBT
Claire White Irish 20 Student 16 weeks x3 Counselling
Diane White British 21 Student 8 weeks Left blank
Ellie White British 20 Student 12 weeks Not known
Fiona White British 49 Employed 10 weeks CBT -  not sure
Gemma White British 24 Employed 52 weeks CBT-Meditative
Hannah White W.E. 23 Student 1.5 years Integrative
*A11 names have been changed 
Key: W.E. = Western Europe
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Appendix II - Ethics approval letter
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Chair's Action
kinics uomminee
Ref:
Name of Student:
Title of Project:
Supervisor:
Date of submission:
How clients' experiences rupture in the 
therapeutic alliance.
Date of re-submission:
The above Project has been submitted to the FANS Ethics Committee.
Favourable ethical approval has now been granted.
Signed:
Dr Vicky Senior 
Chair
Dated: Of ((
Appendix III - Discussion guide
Thank you for agreeing to take part in this research. As you know the 
topic is your experience of rupture in therapeutic alliance; that is 
difficulties in the working relationship with your therapist, which may 
have been resolved or unresolved. The difficulties may have occurred in 
just one session or over several sessions.
How did you experience rupture in the therapeutic alliance with your therapist? 
Possible prompts
Can you tell me a bit more about that? / How did you feel? What happened 
next?
Would you say that the difficulty was resolved?
Were there other difficulties?
Were they resolved?
How did this feel for you?
How did this affect the therapy?
Can you tell me about a time that you experienced a strain in the relationship 
with your therapist?
Can you tell me a bit more about that? / How did you feel?
What happened next?
Did this affect the therapy?
Can you tell me about a time in your therapy when you felt that you did not 
agree with your therapist about the goals of your therapy?
Can you tell me a bit more about that? / How did you feel?
What happened next?
Did this affect the therapy?
Can you tell me about a time in your therapy when you felt that you did not 
agree with the type of task you were asked to do in your therapy?
Can you tell me a bit more about that? / How did you feel?
What happened next?
Did this affect the therapy?
Thank you for taking part in this research.
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Appendix IV Summary table of themes for the group
Rupture as a loss of empathy- what the rupture is for the participants
Judged
Because by that point I started thinking they are so going to stick me in a mental 
institution. Anne, p. 13.
I felt at times she was, she was trying to put me into a special category. Becca, p. 26. 
She went, T don’t think alcoholic people that, I don’t think alcoholic children should 
drink” and she kept questioning my decision. Claire, p. 25.
He was sort of saying it as if he thought that obviously now I have been sort of 
pandering to it. Diane, p. 14.
I didn’t kind of want to make it worse by kind of saying something and then having 
people intervene because, yeah well, we had enough issues as it was. Ellie, p. 18.
I would have expected her to have been erm more accepting of what I was saying.
Not that I thought what I was saying was 100% right or anything like that but just, 
non-judgmental. It’s the judgment thing again. Fiona, p. 32
And, the first, sort of problem really, was when she had a really negative view of my 
family’s religion. Gemma, p. 5.
And then her reaction made me feel like she maybe thought it was weak or stupid or 
something like that.” Hanna, p. 76.
Not understood
So everything is getting built up inside me and I’m having like one phantom 
pregnancy after the other, when at the time, when somebody should have been saying, 
‘some one needs to sort Anne out’. Anne, p. 2
But I was thinking, ‘I don’t think she understood that that was how I communicated’. 
Claire, p. 27.
You know without emotional understanding there, so I can tell him a story, but it’s 
just a very kind of black and white story. Diane, p. 50.
He didn’t seem inquisitive, he didn’t seem like he wanted to work out anything so that 
he could help me. Diane, p. 36.
Yeah, I never really felt that she kind of really understood. Ellie, p. 28.
I felt you know as if I ’d been invaded and you know I thought she would have 
understood. Fiona, p. 36.
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Well it made me feel, ‘wow. Phoaw, where did that came from?’ If she’s not 
understood where I’m, where I’m coming from or who I am after four sessions or 
whatever it was, then what’s the point?’. You know? There is no point in giving out 
your heart and soul to somebody. Fiona, p. 37.
I think I felt rejected a bit and really alone and, erm.. .yeah and a bit misunderstood. 
Hanna, p. 13.
Diminished
It never entered my head to think that I could go and say we are going to, can we 
cover this or can we talk about this. Anne, p. 20.
I didn’t expect that she was going to break me down in the first session. Becca, p. 14.
I was just a little girl that needs to get a grip. And thinking that at 14 is so 
diminishing. Claire, p. 22.
You just don’t feel like you’re being, that they want to listen to you as such, if they’re 
sort of ready to sort of put you back out the door again. Diane, p. 43.
I think it’s because I didn’t feel comfortable with her, that’s why I felt like I was being 
interrogated. Ellie, p. 2.
It was like a bit of a power struggle in a sense. Rather than being on an equal footing 
she was on a slightly higher footing. Fiona, p. 26.
She wanted people to come so she could cure them, or make them better in her way, 
and I wanted to go for a very different reason. Gemma, p. 59
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Rupture as a traumatic experience -  the impact of the rupture on the 
participants.
Emotional Turmoil
Like going to the dentist’s surgery and then having to walk out of there in broad 
daylight, (inaudible) but feeling so exposed afterwards. () I felt distressed. Anne, p. 
23.
I didn’t expect to cry or to, you know, actually have a panic attack in the session. 
Becca, p. 16.
You suddenly see a tiger chasing after you, it’s like that. Claire, p. 33.
Because you have all this emotion and turmoil going on, so you can’t just switch it on 
and off. Ellie, p. 3.
‘Wounded’, I think is the word to describe it and I think erm, I would have thought, 
‘oh, where did that come from?’ Fiona, p. 28.
Erm.. .just like something you want to shake off because it’s -  or make, or undo 
because it’s so, erm.. .it’s a bit like something disgusting-1 don’t know-stuck on your 
shoe. Hannah, p. 68.
Something wrong with me
I just kept thinking that somebody was just gonna determine me as crazy. Anne, p. 14. 
I felt like I was being put in the naughty comer. Claire, p. 4.
I don’t feel like I ’d done something wrong, but I felt that there was something wrong 
with me. Ellie, p. 21.
I felt rather than trying to move me forward I was almost like, not in the way, but an 
irritant. Fiona, p. 13.
Just kind of like. I’ve got something wrong again, or I’m not thinking right. Gemma, 
p. 64.
I felt like I was failing and not seeing that and just being whiny or something, yeah. 
Hannah, p. 25.
148
Alone
She was so, so two dimensional. Anne, p. 3.
There’s no help, I mean if he’s like that, the whole world must be like that. And at that 
point I felt so lonely and I thought, ‘the one thing that I can turn to, it’s not there’. 
Claire, p. 8.
I just felt like he was sitting watching. Diane, p. 26. There’s that gulf between you. 
Diane, p. 52.
I didn’t feel that she was on my side. Ellie, p. 37.
I kind of, you know, felt more and more distant I suppose from her. Fiona, p. 14.
‘Oh. Okay. No-one really wants to listen.’ Gemma, p. 64.
I think I felt rejected a bit and really alone and, erm.. .yeah and a bit misunderstood. 
Hanna, p. 13.
Hidden Self
But not telling them that because I didn’t really want to give her an excuse to, um, 
phone who ever you phone in these situations. Anne, p. 27.
‘Be careful what I say about drinking’, because I know she is going to make a 
judgment on that. Claire, p. 55.
I ’d often go for perhaps simpler examples, () rather than some of the more 
complicated cases, () but I find it very difficult to find any words for them at all.
Diane, p. 29.
I still didn’t let my guard down. Like I still didn’t let myself properly throw myself 
into all her questions and kind of say,’ this is how I really feel’. I didn’t do that 
because I didn’t trust her. Ellie, p. 16.
What that did to me at that time was that I go back into myself. Fiona, p. 14.
And so I felt, like, I couldn’t then tell her that I had slit my wrists and everything. 
Gemma, p. 8.
I constantly remembered it in a way that I didn’t want to say anything in that direction 
ever again. Hannah, p. 14.1 never really talked about the core thing. Hannah, p. 41.
149
Rupture unrevealed
I don’t think I was hardwired to be able to give her feedback. Anne, p. 18.
I think I would still say to therapist ‘yeah. I ’m fine and looking forward to next week’ 
Anne, p. 30.
I didn’t want to upset him. I didn’t want to make him feel like that. Claire, p. 7.
Like if I ever do go back, it wouldn’t be so great if the last thing I said to him was 
insulting. Diane, p. 55.
I don’t think I said anything, I think maybe, maybe I like directed the conversation off 
somewhere else. Ellie, p. 11.
It’s odd, because I am kind of realising things that I, yeah that I didn’t really know 
like how I felt about it, it just kind of happened and I didn’t really connect with it, it 
was, yeah. Ellie, p. 26.
Because I didn’t have the confidence in myself to talk to her about it, it just went from 
bad to worse. Fiona, p. 31.
In response to a question of were you able to tell therapist-
Not really, because I ’m, yeah, because I’m, the problem was I wasn’t very go
at.. .well, that’s the whole reason I wanted to go to therapy, I wanted to get better at
standing up for myself. Gemma, p. 25.
Maybe I should have, but I didn’t bring it up, I didn’t feel comfortable doing that. 
Hannah, p. 16.
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Appendix V Information Sheet for Participants ^  j ^ J
Dear participant,
Thank you for considering taking part in this research. I am conducting 
research into clients’ experiences of therapy as part of my Doctorate research 
at the University of Surrey. In particular, I am interested in your experiences 
of rupture in the therapeutic alliance; that is difficulties in the working 
relationship with your therapist which may have been resolved or unresolved. 
The difficulties may have occurred in just one session or over several 
sessions.
Please note your therapist will not be made aware of your participation in this 
research. Your participation in this research is entirely your decision and you 
have the right to withdraw at any time. Your responses to the researcher will 
be treated confidentially and anonymity will be preserved in written reports. In 
addition, all your data will be treated in line with the Data Protection Act 
(1998).
You will be asked to fill in a short demographic sheet, which will not be used 
for identification purposes, only to provide general information on the 
participants over all. This should only take a few minutes.
After that you will be asked to take part in an interview that will be maximum 
1.5 hours long. The interview will be taped and transcribed (written up) by a 
confidential transcription service for analysis. The information collected in the 
interview will grouped into themes. Quotes from your interview may be 
included in the final research report. The report may be submitted for 
publication.
You will be paid £25 to thank you for your time and participation once you 
have met the researcher. You can withdraw from the process at anytime with 
the full amount still payable to you. Any complaint or concerns about any 
aspects of the way you have been dealt with during the course of the study 
will be addressed. Please contact Martin Milton, Principal Investigator on 
m.milton@surrey.ac.uk.
This study has received a favourable ethical opinion from the Faculty of Arts 
and Human Sciences Ethics Committee at the University of Surrey.
Thank you very much.
Yours Faithfully,
Rowena Jopling
Counselling Psychologist In Training
Psych.D (Cand.) Psychotherapeutic & Counselling Psychology 
Department of Psychology 
University of Surrey
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Appendix VI - Participant Consent Form
• I agree to take part in the study “Clients’ experience of rupture in the 
therapeutic alliance”.
• I have read the Participant Information Sheet and understand the nature of 
the study. I have been given a full explanation of the study and my 
involvement in it.
• I have had all my questions satisfactorily answered.
• I agree to take part in the study and to co-operate fully.
• I understand that my personal data will be treated confidentially in the 
study and will be processed in accordance with the 1998 Data Protection 
Act. I also understand that anonymity will be preserved in written reports.
• I understand that I will be paid £25 for my time and participation, but that I 
can withdraw from the study at any time and the full amount will still be 
payable to me.
• I understand that the interview will be taped and transcribed (written up) by 
a confidential transcription service.
• I agree that quotes from the interview can be used in the research report 
and that the report may be submitted for publication.
• I have had sufficient time to think about participating in this study.
• I am not currently experiencing mental distress and I am not currently in 
therapy.
• I have seen the therapy providers resource list.
• The therapy to be discussed did not take place within the NHS.
Please tick the appropriate box
I confirm that I have read and understood the above and freely 
consent to participating in this study.
I do not wish to participate in this study.
I have received £25 for my time and participation.
Researcher: Rowena Jopling 
Participant:
Date:
This consent form will be held in a secure place and in all subsequent 
records the participant will only be identified by a pseudonym (false name).
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Appendix VII - Debriefing sheet for participants
Thank you for taking part in this research, which seeks to explore clients' 
experience of rupture in the therapeutic alliance.
As previously indicated, your responses to the researcher will be treated 
confidentially and anonymity will be preserved in written reports. In addition, 
your consent form will not be kept with the data collected to protect your 
identity.
Should you wish to withdraw from the study you may do so by emailing 
r.iopling@surrey.ac.uk.
This study is supervised by Dr. Martin Milton, m.milton@surrey.ac.uk
If you need further support the researcher will provide a list of possible therapy 
providers.
Thank you for your time.
Yours Faithfully
Rowena Jopling
Counselling Psychologist In Training
Psych.D (Cand.) Psychotherapeutic & Counselling Psychology 
Department of Psychology 
University of Surrey
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In stru ction s for au th ors
Counselling and Psychotherapy Research 
Linking research with practice
f ~ T i  ■' • ; .  . * f I ;
The official research journal of the British Association for Counselling and 
Psychotherapy
ISSN
1473-3145 (Print), 1746-1405 (Online)
Publication Frequency
4 issues
Instructions for authors
5 C I  :O U :^JR O N E  W 'A 'U S C R  P T 5
This journal uses ScholarOne Manuscripts (previously Manuscript Central) to peer 
review manuscript submissions. Please read the  guide for ScholarOne authors 
before making a submission. Complete guidelines for preparing and submitting 
your manuscript to this journal are provided below.
The instructions below are specifically directed a t authors tha t wish to submit a 
manuscript to Counselling an d  P sych o th era p y  R esearch  . For general 
information, please visit our Author Services website.
Counselling an d  P sych o th erapy  R esearch  co n sid ers  all m an u scr ip ts  on  
th e  str ic t condition  th a t th ey  h ave  b een  su b m itted  on ly  to  C ounselling  
and P sych o th erapy  Research^ th a t th e y  h ave  n ot b een  published  a lread y , 
nor are th ey  under con sid eration  for publication or in p ress  e lse w h e r e .  
A uthors w ho  fail to  ad h ere to  th is  cond ition  w ill be charged  w ith  all c o s t s
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w hich  Counselling an d  P sych o th erapy  R esearch  incurs and th eir  pap ers  
w ill not be published .
Contributions to Counselling and Psychotherapy Research  m ust report original 
research and will be subjected to review by referees a t the discretion of the 
Editorial Office.
This journal is compliant with the Research Councils UK OA policy. Please see  the 
licence options and embargo periods here .
M anuscript preparation  Counselling an d  P sych o th erapy  R esearch  invites 
submissions under the following categories:
a) Original research into counselling, psychotherapy and the use of counselling in 
allied professions (e.g. nursing, social work, education, health promotion, health 
psychology, pastoral care, etc.); b) Case studies, where systematic and ethical 
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Clients’ perceptions of working alliance, therapist empathy and their 
attachment style as predictors of rupture revelation, resolution, 
repair and leaving therapy after rupture
Rowena Jopling 
Linda Morison 
University o f Surrey, UK
Abstract
The aim of the study was to examine whether clients’ attachment styles and their perception 
of therapist empathy and working alliance predicted therapeutic rupture revelation, resolution, 
repair and leaving therapy after rupture. Data for 108 participants, who had experienced 
rupture, were collected using an on-line cross-sectional survey. Logistic and multinomial 
modelling showed that higher empathy and working alliance ratings, but not attachment style, 
were associated with a higher likelihood of rupture resolution, repair and staying in therapy 
after rupture. None of these variables predicted rupture revelation. The implications for 
rupture resolution and therapist training are discussed.
Key words: Therapeutic alliance; working alliance; empathy; psychotherapy; adult 
attachment; alliance rupture.
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Introduction
When a person starts therapy they enter into a therapeutic relationship with a therapist 
and are assigned the role of client. One of the most replicated findings in therapy 
research is that the therapeutic relationship is a common factor in successful therapy, 
regardless of the model of therapy (Norcross & Wampold, 2011; Wampold, 2010). 
Two empirically supported aspects of the therapeutic relationship are the working 
alliance and therapist empathy (Norcross & Wampold, 2011). Working alliance can 
be understood as the agreement between the client and therapist on the tasks and goals 
of therapy, and the bond between them (Bordin, 1979). There is a great deal of 
evidence to support the importance of working alliance in effective therapy (Horvath 
& Bedi, 2002; Horvath & Bedi, 2011; Horvath and Symonds, 1991; Martin, Gaske & 
Davies, 2000).
Another aspect of the therapeutic relationship is therapist empathy, which can be 
defined as: “entering the private perceptual world of the other. ...being sensitive, 
moment by moment to the changing felt meanings...lay aside your own views and 
values in order to enter another’s world without prejudice.” (Rogers, 1980, pp. 142- 
143). Empathy has been an integral part of therapies such as client centred therapy 
(Rogers, 1957), psychodynamic therapy (Kohut, 1984) and increasingly in cognitive 
behavioural therapies (Hardy, Cahill, & Barkham, 2007). In recent years there has 
been renewed interest in empathy, as there is evidence to support increased therapist 
empathy as a common factor for successful therapy across models (Elliott, Bohart, 
Watson, & Greenberg, 2011).
However, like all relationships, the therapeutic relationship can suffer from tensions or 
difficulties, known in therapy research literature as rupture (Safran, Crocker, McMain, 
& Murray, 1990). For a review see Jopling (2009). Ruptures cover a wide variety of 
events from misunderstandings to major breakdowns in the therapeutic alliance 
(Safran et al., 1990) and can occur firequently, with one study observing ruptures in 
77% of sessions (Sommerfield, Orbach, Zim, & Mikulinger, 2008). When ruptures are 
not resolved or repaired this may lead to poor therapy outcome (Henry, Schact, & 
Strupp, 1986) and clients leaving therapy prematurely (Najavits & Strupp, 1994).
Other problematic aspects of ruptures are that clients do not always disclose rupture
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(Hill, Thompson, Cogar, & Denman, 1993; Hill, Thompson, & Corbett, 1992; Regan 
& Hill, 1992; Rhodes, Hill, Thompson, & Elliott, 1994; Thomson & Hill, 1991) and 
therapists can be unaware that a rupture has taken place (Hill et al., 1993; Regan & 
Hill, 1992). Revealing ruptures has been linked to better outcomes in therapy, even if 
the rupture is not resolved (Rhodes et al., 1994). Rupture is more likely to be revealed 
if clients feel they are in a “relationship of safety” (Rhodes et al., 1994, p. 479), 
indicating the possible role of therapeutic alliance and empathy in rupture revelation.
Rupture can also be conceptualised as being close to Kohut’s (1984) concept of 
‘empathie failure’ (Safran et al., 1990). When the therapist makes an empathie error, 
such as misunderstanding the client, this will engender a response which, if resolved, 
can lead to a greater insight into the client’s way of being, i.e. that being 
misunderstood is painful (Safran et al., 1990; Sommerfield et al., 2008). However, 
there is also the possibility that therapist empathie failure engenders a response that is 
not part of client distress, but a non-problematic reaction to an imperfect therapist 
(Safran, Muran, & Eubanks-Carter, 2011). This concurs with a qualitative exploration 
of clients’ experience of rupture, which indicated that rupture can be experienced as a 
loss of perceived empathy (Jopling, 2011).
Ruptures can resolve and the therapeutic relationship can be repaired leading to 
improved therapy outcomes (Safran et al., 2011). When this occurs the therapy is just 
as likely to have a good outcome than if no rupture took place (Safran, Muran, 
Samstag, & Stevens, 2001) and sometimes a better outcome (Kivlighan & 
Shaughnessy, 2000). Therefore, it would be helpful to understand if  certain conditions 
can improve the likelihood of rupture resolution and repair. One way of doing this 
would be to ask clients who have experienced rupture about their perceptions of the 
working alliance and therapist empathy. Asking clients about their therapy is 
supported by findings that client ratings of both working alliance (Horvath & Bedi, 
2002; Horvath & Symonds, 1991) and empathy (Elliott et al. 2011) are a stronger 
predictor of outcome than either therapist or observer ratings.
Client ratings of the therapeutic relationship and rupture may also be affected by their 
own relational style, such as their attachment style. Attachment style is based on the
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attachment theory of Bowlby (1969-1997) and is considered to be the way a person 
relates to others in close relationships, including the therapeutic relationship (Slade, 
2008). Attachment style develops according to the consistency and sensitivity of early 
caregivers (Bowlby, 1969-1997) and though it can vary it tends to be fairly stable over 
time (Fraley, 2002) and relationship type (Fraley, Heffeman, Vicary, & Brumbaugh, 
2011). Attachment style in adults can be measured in a variety of ways with some 
seeking to measure unconscious aspects of attachment and others using conscious 
awareness of attachment styles (Crowell, Fraley, & Shaver, 2008). Self-report 
measures, which assume participants’ conscious awareness of their attachment style, 
categorises attachment using two independent dimensional scales: avoidant 
attachment style and anxious attachment style (Crowell et al., 2008). People with an 
avoidant attachment style tend to be uncomfortable with close relationships and rely 
on themselves. People with an anxious attachment style tend to want to stay close to 
others and are concerned about others not being available for them. Lower levels of 
both these attachment patterns have been categorised as secure attachment, where the 
person is comfortable with closeness and also has less concerns about others not being 
always available (Crowell et al., 2008).
Secure client attachment style has been found to have a small to moderate positive 
effect on therapy outcome, with avoidant attachment style having no significant 
association and anxious attachment being negatively correlated with outcome (Levy, 
Ellison, Scott, & Bemecker, 2011). However, regarding rupture processes it may be 
that avoidant attachment could reduce rupture revelation and hence resolution as 
avoidant attachment style has been found to be significantly negatively correlated with 
comfort with self-disclosure (Saypol & Farber, 2010; Wei, Russell, & Zakalik, 2005). 
In addition, studies into client attachment style and working alliance found that 
avoidant attachment style was negatively correlated with working alliance, but 
anxious attachment was not (Bachelor, Meunier, Laverdiere, & Gamache, 2010; Byrd, 
Patterson, & Turchik, 2010). If working alliance scores can be affected by client 
attachment styles, it may be that when a rupture strains the alliance the process of 
resolution, repair and leaving therapy after rupture are also influenced by attachment 
styles.
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Based on the understanding that working alliance, empathy and client attachment style 
can affect the therapeutic relationship, this study seeks to understand if they are 
associated with the processes of rupture: rupture revelation, resolution, repair and 
leaving therapy after a rupture. Therefore three questions were identified:
1. For clients who have experienced rupture, are their perceptions of working 
alliance associated with rupture revelation, rupture resolution, rupture repair 
and leaving therapy after the rupture?
2. For clients who have experienced rupture, are their perceptions of their 
therapist’s empathy associated with rupture revelation, rupture resolution, 
rupture repair and leaving therapy after the rupture?
3. For clients who have experienced rupture, is their attachment style associated 
with rupture revelation, rupture resolution, rupture repair and leaving therapy 
after the rupture?
Understanding this would contribute to the practice and training of counselling 
psychologists as well as other therapists working with clients psychotherapeutically.
This will be explored by the following hypotheses:
1. Higher working alliance scores will be associated with higher levels of rupture 
revelation, rupture resolution and rupture repair and lower levels of leaving 
therapy after rupture.
2. Higher empathy scores will be associated with higher levels of rupture 
revelation, rupture resolution and rupture repair and lower levels of leaving 
therapy after rupture.
3. Higher avoidant attachment scores will be associated with lower levels of 
rupture revelation, rupture resolution and rupture repair and higher levels of 
leaving therapy after rupture.
4. Anxious attachment scores will not be associated with rupture revelation, 
rupture resolution, rupture repair and leaving therapy after rupture.
164
Method
Design
The present study utilised a quantitative cross-sectional design with participants who 
reported they had experienced rupture in therapy. A quantitative approach was chosen 
to answer the research questions as it enables the estimation of the magnitude and 
direction of associations between the independent variables and the rupture processes 
among a relatively large number of participants. One limitation of the chosen design is 
that the participants are being asked to recall aspects of the therapy some time after 
the rupture occurred. To minimise recall difficulties the study only included 
participants who reported that the rupture had occurred within the last 5 years. It may 
have been possible to address the research questions within the naturalistic setting of 
therapy, however, there would be ethical considerations of influencing the therapeutic 
alliance. Post therapy research is frequently conducted in therapy outcome studies 
and while some recall and immediacy is lost there is potential for useful information 
as the participants will have had time to consider their experiences of therapy. There 
were four independent variables (IV): working alliance, perceived therapy empathy, 
avoidant attachment and anxious attachment. There were four dependent variables 
(DV): rupture revelation, rupture resolution, rupture repair and rupture leading to 
leaving therapy. For each IV a regression model was fitted to see if there was an 
association with each DV.
Instrument
Participants who had experienced rupture and who sent an email enquiring about 
taking part were sent a link and passcode to an on-line questionnaire including the 
measures listed below.
Participants
In total 108 participants who reported experience of rupture in therapy were included 
in the study. The study aimed to recruit a minimum of 84 participants who reported 
experience of rupture in therapy. Estimating sample sizes for logistic regression is 
problematic so was based on comparing differences in the proportions. Sample size 
was calculated to enable the proportions of those revealing, resolving and repairing 
rupture and leaving therapy to be compared between those with high and low scores
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for working alliance, empathy and attachment avoidance. It was based on the 
assumption that rupture will be revealed, repaired and resolved on average by 57% of 
the participants, as this level of rupture revelation and resolution was found in a 
previous study (Rhodes et al., 1994). The figure for leaving therapy after a rupture 
was harder to estimate. An estimated 19% (Swift & Greenberg, 2012) to 47% 
(Wierzbicki & Pekarik, 1993) of therapies end prematurely, so as this was a sample of 
people who had all experienced rupture it was assumed 43% would leave, that is 57% 
would stay. Assuming that low working alliance and empathy scores, and high 
attachment avoidance scores would reduce these rates by 15%; whereas high alliance 
and empathy, and low attachment avoidant scores would increase them by 15%; a 
total of 84 participants would be required to detect such differences at the 5% level of 
significance (using a two-tailed test) with a power of 80% (G* Power 3.1, Paul, 
Erdfelder, Bucher, & Lang, 2009).
Inclusion criteria were that participants needed to be aged 18-75, live in the UK and 
not currently suffering from mental distress. The therapy needed to have taken place 
within the last 5 years, not to have taken place in an NHS context and to have lasted 
for at least 6 weeks.
Procedure
Posters were put up in South East England at two Universities, 12 Libraries and on 15 
coffee-shop community noticeboards. Electronic advertising was conducted on 
Facebook, Twitter, Mumsnet and on ‘getselfhelp.com’, a therapy resources website. 
Advertising included an email address for participants to contact to take part and/or a 
link to a website. Participants were also recruited by closed group emails to 
postgraduates at several universities. After participants requested to take part in the 
study they were sent an email that detailed the inclusion criteria, the link and pass 
code to the on-line survey. The on-line survey was developed with assistance from a 
technician in the School of Psychology. Permissions to use the measures were 
obtained. The researcher and some other volunteers piloted the survey before going 
live. The first live version was hacked, i.e. multiple completions of the questionnaire 
over a very short time, as the original advertising included a £5 voucher for all 
participants. This offer was withdrawn and the original posters were destroyed. New
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posters were put up with the offer of opting in to a draw for one of five £20 Amazon 
vouchers and to receive a copy of the results. The draw was opted into by 35 
participants, and 22 participants requested a copy of the results. There were 12 
incomplete surveys, 38 disqualifications and 27 instances of the survey being opened 
but the participant either did not consent to take part or did not proceed after 
consenting. Participants completed the survey anonymously, that is the researcher 
could not identify questionnaire responses from the emails received. Email details of 
those who requested a copy of the results were saved in a password-protected account 
to be destroyed after sending out the results.
Ethical considerations
The research received a favourable ethical opinion from the ethics committee of the 
Faculty of Arts and Human Sciences at the University of Surrey. Participants gave 
informed consent. In case of any participant distress, at the end of the survey the 
participants had the opportunity to voice any concerns to the researcher or research 
supervisor. In addition they could also request a list of therapy providers. No 
participants requested either of these.
Measures
Barrett-LennardRelationship Inventory (BLRI, Barrett-Lennard, 1962, 1978)
The BLRI is a client-rated measure of Rogers’ (1957) core conditions of therapy: 
empathy, level of regard, congruence and unconditionality. The 16-item empathy 
scale from the BLRI was used in the analysis measuring clients’ perceived empathy 
from their therapist. A condition of use was that another scale was included. The 16- 
item level of regard scale was also given to the participants, but was not used in the 
analysis. Items were rated on a 6-point scale with response options from ‘yes I 
strongly feel that it is true’ to ‘no, I strongly feel that it is not true’. Test-retest 
reliability was good at .84 to .90, with internal consistency good at .82 to .93 (Barrett- 
Lennard, 1962). Construct validity for the empathy scale was provided with research 
indicating a positive correlation with therapy outcome (Elliott et al., 2011). An 
example item is: ‘my therapist usually senses or realizes what I am feeling’.
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Working Alliance Inventory -Short Form (WAI-S, Tracey & Kokotovic, 1989) -  client 
scale
The WAI-S is a 12 item therapeutic alliance measure, developed from the 36 item 
Working Alliance Inventory (WAI, Horvath & Greenberg, 1989) that measures 
therapy clients’ perception of the therapeutic alliance as conceptualised by Bordin 
(1979) with three subscales: therapy bond, agreement on the tasks of therapy and 
agreement on the goals of therapy. Items were rated on a 7-point scale with response 
options from ‘never’ to ‘always’. The total working alliance score was used in the 
analysis for the current study, though sub-scores can be calculated. The WAI-S has 
been validated as being interchangeable with the WAI as the scores have high 
correlations, similar subscale inter-correlations, similar descriptive statistics and 
comparable internal consistencies (Bussed & Tyler, 2003). WAI reliability has been 
established as adequate (Horvath & Greenberg, 1989) as measured by item 
homogeneity and scale stability and the WAI-S reliability is comparable (Bussed & 
Tyler, 2003). For the WAI-S internal consistency was good, ranging from .80 to .92 
(Bussed & Tyler, 2003). Construct validity was supported by using the scale to 
predict therapy termination (Samstag, Batchelder, Muran, Safran, & Winston, 1998) 
and therapy continuation (Corriss et al., 1999). An example item is ‘we agree on what 
is important for me to work on’.
Experiences in Close Relationship Scale Short Form (ECR-S) (Wei, Russell, 
Mallinckrodt, & Vogel, 2007)
ECR-S measures general attachment style using 12 items measuring anxiety and 
avoidance. An attachment score was given for each participant for each scale. ECR-S 
was shortened from the ECR 36 item scale (Brennan, Clark, & Shaver, 1998) and 
produces comparable scores (Wei et al., 2007). Items were rated on a 7-point scale 
with response options from ‘strongly disagree’ to ‘strongly agree’. Test-retest 
reliability over 1 month was good at .8 for anxiety and .83 for avoidance and internal 
consistency is adequate at .8 (Wei et a l, 2007). Construct validity was supported by 
attachment anxiety significantly correlating with emotional reactivity and attachment 
avoidance significantly correlating with emotional cut-off (Wei et a l, 2007). Internal 
consistency was adequate ranging from .77 to .86 for the anxiety scale and .78 to .88
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for the avoidance scale (Wei et ah, 2007). An example item is ‘my desire to be very 
close sometimes scares people away’.
All of the above measures can be used when a client is in therapy, as well as after 
therapy.
Other information requested on the survey
Data for the main dependent variables were also requested on the questionnaire. Data 
on whether they told the therapist about the rupture were requested with the possible 
responses of: yes or no. Data on whether the rupture was resolved, whether the rupture 
was repaired and whether the rupture led to the participant leaving therapy were 
requested as one of three categories: yes, no or don’t know. Three responses were 
collected to allow for the possibility that participants may be unsure about the effect 
of the rupture on the therapy. In addition, information about rupture severity was 
requested on a scale of 1 to 10, as well as details about the therapy such as type, how 
long ago it ended, length of time in therapy and how long after the rupture they left 
therapy. Demographic information was collected and also whether they were a trainee 
or qualified psychologist, psychotherapist or counsellor.
Statistical Analysis
SPSS version 20 was used to conduct the analyses. Following descriptive analysis, 
logistic regression models were fitted for the dependent variable (DV) of rupture 
revelation as it had a binary response: ‘yes’ or ‘no’. Multinomial regression models 
were fitted for the DVs: rupture resolution, rupture repair and rupture leading to 
leaving therapy, as they had three possible responses: yes, no or, don’t know.
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Results
Characteristics of participants
The questionnaire was completed by 112 participants. Of these 108 were included in 
the analysis as three were duplicates and one participant indicated the therapy had 
been hypnotherapy. Eighty percent (n=86) of the participants were female and 20% 
(n=22) male. The mean age of participants was 37.5 years and ranged from 21 to 60 
years. Seventy percent (n=79) of the participants were therapists or trainee therapists 
and 30% (n=29) were non-therapists. T-tests were conducted to compare scores for 
working alliance, empathy, attachment anxiety and attachment avoidance between 
therapists and non-therapists. The only statistically significant difference was for 
attachment avoidance scores with the mean being significantly higher for non­
therapists (M= 22.10) than therapists (M=17.01) (t=3.54, df 106, p=. 001). Tables 1 
and 2 in Appendix I have further details. Cross-tabulations and chi-squared tests were 
used to examine whether rupture revelation, rupture resolution, rupture repair and 
leaving therapy after rupture differed between therapists and non-therapists; no 
significant differences were found. For further details see Table 3, in Appendix 1.
Participants were recruited from UK residents and were represented by various 
ethnicities, however the majority, 67% (n=72), were ‘white British’. Other ethnicities 
included ‘white other’ 14.8% (n=16), ‘mixed race’ 5.6% (n=6), ‘white Irish’, 5.6% 
(n=6), ‘black’ or ‘black British’ and ‘Caribbean’, 2.8% (n=3). Table 4 in Appendix 1 
provides further details. Regarding employment 31.5% (n=34) worked full-time, 
30.6% (n=33) were students, 23.1% (n=25) were employed part-time and 14.8% 
(n=16) were not currently in paid employment.
Description o f  therapy experience ofparticipants
Participants had taken part in a wide range of therapies: 23.4% (n=25) psychodynamic 
therapies, 20.4% (n=22) integrative therapies, 10.2% (n=l 1) humanistic/person 
centred, 5.6% (n=6) existential therapy and 4.6% (n=5) cognitive behavioural therapy. 
Twenty nine percent (n=31) of participants were still in the therapy where the rupture 
took place. For further details see Tables 6 and 7 in Appendix I.
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Description o f  independent variables
As can be seen in Table 1, internal reliability, as measured by cronbach’s alpha 
coefficient (a) was greater than .74, which is classed as acceptable to very good 
(Pallant, 2010) for all the independent variables. This is in line with previous studies 
of these measures (Barrett-Lennard, 1962; Busseri & Tyler, 2003; Wei et al., 2007).
Table 1
Description of independent variables
IV
n=108
a mean SD median range
lower upper
WAI-S .96 50.47 16.58 49 5 81
BLRI-empathy .94 4.97 22.4 3 -41 43
ECR-S anxiety .74 22.74 7.0 23 7 41
ECR-S avoidant .8 1&38 6.97 16.5 6 35
Pearson’s correlation coefficients were calculated between the independent variables 
as all were approximately normally distributed (See Appendix II). Table 2 shows that 
the correlation between working alliance and empathy was very high at r =.842. It 
would therefore be problematic to include both in any logistic and multinomial 
regression models (Menard, 2002; Tabachnick & Fidell, 2013) so each IV was fitted 
separately.
Table 2
Pearson’s correlations between the FVs
WAI-S BLRI-empathy ECR-S anxious
n=108 r P r P r p
WAI-S
BLRI-empathy .842 <.001
ECR-S anxious .175 .035 .158 .051
ECR-S avoidant -.02 .42 .049 .307 .217 .012
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Description o f the dependent variables (DV)
Participants were asked: (i) ‘did you tell your therapist that you were experiencing 
tension or a breakdown in your relationship?’, this DV will be referred to as ‘rupture 
revealed’, (ii) ‘did the tension or breakdown in the relationship resolve?’, this DV will 
be referred to as ‘rupture resolved’, (iii) ‘ did the working relationship with your 
therapist repair?’, this DV will be referred to as ‘rupture repaired’ and (iv) ‘did the 
tension or breakdown in the relationship make you decide to leave therapy?’, this DV 
will be referred to as ‘leave therapy’. Table 3 presents the total population responses 
for the DVs and shows that over 61% of participants revealed the rupture. Table 3 also 
shows that 45% of participants thought the rupture had been resolved, 49% thought it 
had been repaired and 39% thought that the rupture led to them leaving therapy.
Table 3
Participants’ answers to dependent variable questions
n=108 Yes No Not sure
Dependent variable Number % Number % Number %
Rupture revealed 66 61.11 42 38.88 n/a n/a
Rupture resolved 45 41.67 44 40.74 19 17.59
Rupture repaired 49 45.37 37 34.26 22 20.37
Leave therapy 39 36.11 63 5&33 6 5.56
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Table 4 presents the cross-tabulations between the DVs. Statistically significant 
results were found for rupture resolved and rupture repaired = 113.98, p <.001), 
rupture resolved and leaving therapy (%^  = 41.99, p <.001) and rupture repaired and 
leaving therapy (% = 54, p <.001).
Table 4
Cross-tabulations of the dependent variables n=108
Rupture resolved % yes no ns P
Rupture revealed -yes 68.9 61.4 42.1 4.04 .133
Rupture revealed-no 31.1 38.6 57.9
Rupture repaired-yes 88.9 11.4 21.1 113.98 < m i
Rupture repaired-no 0 81.8 5.3
Rupture repaired-ns 11.1 6.8 73.7
Leave therapy-yes 6.3 68/2 31.6 41.99 <.001
Leave therapy-no 91.1 25 57.9
Leave therapy-ns 2.2 6.8 10.5
Rupture repaired % yes no ns P
Rupture revealed-yes 65.3 62.2 50 1.52 .467
Rupture revealed-no 34.7 37.8 50
Leave therapy-yes 6.1 73 40.9 54 <.001
Leave therapy-no 93.9 18.9 45.5
Leave therapy-ns 0 8.1 13.6
Leave therapy % yes no ns P
Rupture revealed-yes 36.4 57.6 6.1 .1 .952
Rupture revealed-no 35.7 59.5 4.8
ns=not sure
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Working alliance as a predictor of rupture revelation  ^rupture resolution, rupture 
repair and leaving therapy after rupture
To see whether working alliance was associated with an increased likelihood of 
rupture revelation a logistic regression model was fitted as the response was binary: 
yes or no. Table 5 shows that working alliance was not significantly associated with 
rupture revelation (OR = 1.01, p = .359). To see whether working alliance was 
associated with an increased likelihood of rupture resolution, rupture repair and 
leaving therapy after rupture, separate multinomial regression models were fitted. 
Multinomial models were used as there were three possible responses of: yes, no, 
don’t know. Table 5 shows that higher levels of working alliance were significantly 
associated with increased odds of rupture resolution (OR = 1.15, p <.001), rupture 
repair (OR = 1.16, p <.001) and not leaving therapy after rupture (OR = .87, p <.001).
Table 5
Working alliance (WAI-S) as a predictor for rupture revelation, rupture resolution, 
rupture repair and leaving therapy after rupture.
n=108 OR 95% Cl for OR P model R^
Rupture revelation 1.01 .99 1.04 .359 .01
Rupture resolution: .427
answer compared to no 1.15 1.09 1.20 <.001
answer don 7 know compared to no 1.02 .97 1.06 .498
Rupture repair: .503
answer compared to no 1.16 1.09 1.2 <.001
answer don 7 know compared to no 1.05 1.0 1.1 .042
Leaving therapy after rupture: .42
answer compared to no .87 .83 .92 <.001
answer don 7 know compared to no .89 .82 .96 .004
Key: Cl = confidence interval, 0R= odds ratio, p fi*om the Wald test, R  ^= Cox and 
Snell
174
Empathy as a predictor o f rupture revelation, rupture resolution, rupture repair and 
leaving therapy after rupture
Table 6 shows that using logistic regression modelling empathy was not significantly 
associated with rupture revelation (OR = 1.0, p =.771). Multimodal models (Table 6) 
showed that higher levels of empathy were significantly associated with increased 
odds of rupture resolution (OR = 1.11, p <.001), rupture repair (OR = 1.14, p <.001) 
and not leaving therapy after rupture (OR = .90, p <.001).
Table 6
Empathy (BLRI) as a predictor for rupture revelation, rupture resolution, rupture 
repair and leaving therapy after rupture.
n=108 OR 95% Cl for OR P model R^
Rupture revelation 1.0 .99 1.02 .771 <.01
Rupture resolution: .443
answer compared to no 1.11 1.07 1.16 <.001
answer don 7 know compared to no 1.04 1.00 1.07 .027
Rupture repair: .5
answer ye5 compared to no 1.14 1.09 1.2 <.001
answer don 7 know compared to no 1.06 1.02 1.1 .003
Leaving therapy after rupture: .44
answer ye^ compared to no .90 .87 .94 <.001
answer don 7 know compared to no .92 .87 .97 .004
Key: Cl = confidence interval, 0R= odds ratio, p from the Wald test, R  ^= Cox and 
Snell
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Avoidant attachment as a predictor o f rupture revelation, rupture resolution, 
rupture repair and leaving therapy after rupture
Logistic regression modelling (Table 7) shows that avoidant attachment was not 
significantly associated with rupture revelation (OR = 1.01, p = .777). Table 7 (multi­
modal modelling) shows that avoidant attachment was not significantly associated 
with rupture resolution (OR = 1.03, p = .298), rupture repair (OR = 1.03, p = .358) or 
leaving therapy after rupture (OR = .99, p = .702).
Table 7
Avoidant attachment (ECR-S) as a predictor for rupture revelation, rupture resolution, 
rupture repair and leaving therapy after rupture.
n=108 OR 95% Cl for OR P model R^
Rupture revelation 1.01 .95 1.07 .777 <.01
Rupture resolution: .03
answer compared to no 1.03 .97 1.1 .298
answer don’t know compared to no 1.07 .99 1.15 .091
Rupture repair: .01
answer yg^ compared to no 1.03 .97 1.1 .358
answer don 7 know compared to no 1.02 .94 1.1 .629
Leaving therapy after rupture: .03
answer yg^ compared to no .99 .93 1.05 .702
answer don 7 know compared to no 1.1 .98 1.24 .117
Key: Cl = confidence interval, 0R= odds ratio, p from the Wald test, R = Cox and 
Snell
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Anxious attachment as a predictor o f rupture revelation, rupture resolution and 
rupture repair and leaving therapy after rupture
To see whether anxious attachment was associated with an increased likelihood of 
rupture revelation a logistic regression model was fitted. Table 8 shows that anxious 
attachment was not significantly associated with rupture revelation (OR = .99, p = 
.653). To see whether anxious attachment was associated with an increased likelihood 
of rupture resolution, rupture repair and leaving therapy after rupture, separate 
multinomial regression models were fitted. Table 8 shows that anxious attachment 
was not significantly associated with rupture resolution (OR = 1.02, p = .490), rupture 
repair (OR = 1.05, p = .115) or leaving therapy after rupture (OR = .95, p = .075).
Table 8
Anxious attachment (ECR-S) as a predictor for rupture revelation, rupture resolution, 
rupture repair and leaving therapy after rupture.
n=108 OR 95% Cl for OR P model R^
Rupture revelation .99 .93 1.04 .653 <.01
Rupture resolution: .006
answer compared to no 1.02 .96 1.09 .490
answer don 7 know compared to no 1.03 .95 1.11 .504
Rupture repair: .03
answer ygj" compared to no 1.05 .99 1.12 .115
answer don 7 know compared to no 1.0 .93 1.08 .995
Leaving therapy after rupture: .05
answer ygjc compared to no .95 .89 1.01 .75
answer don 7 know compared to no 1.08 .95 1.22 .235
Key: Cl = confidence interval, 0R= odds ratio, p from the Wald test, R  ^= Cox and 
Snell
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Severity o f  rupture
As part of the survey participants were asked to mark on a scale of 1 to 10 how severe 
they thought the rupture was. Table 9 shows a severity score of 6 and over was 
indicated by 62.1% of participants.
Table 9
Description of severity scores
Score 1 2 3 4 5 6 7 8 9 10
Frequency 1 4 9 17 10 16 17 19 6 9
% .9 3.7 8.3 15.7 9.3 14.8 15.7 17.6 5.6 8.3
To see if rupture severity was associated with rupture revelation a logistic regression 
model was fitted. To see if rupture severity was associated with rupture resolution, 
rupture repair and leaving therapy after rupture multinomial regression models were 
fitted. Table 10 shows that the likelihood of rupture revelation (OR =1.45, p <.001) 
and the likelihood of leaving therapy (OR =1.27, p= .016) significantly increased with 
increased severity whilst the likelihood of rupture resolution (OR = .71, p = .002) and 
the likelihood of rupture repair (OR = .66, p =. 001) significantly decreased with 
increased severity.
Table 10
The odds of rupture revelation, rupture resolution, rupture repair and rupture leading 
to leaving therapy by increasing levels of severity
n=108 OR 95% Cl for OR P
logistic regression:
rupture revelation 1.45 1.18 1.77 <.001
multinomial regression:
Answering ‘yes’ to question compared to answering ‘no’ 
rupture resolution .71 .57 .88 .002
rupture repair .66 .52 .84 .001
leaving therapy 1.27 1.04 1.54 .016
Key: Cl = confidence interval, 0R= odds ratio, p from the Wald test
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Discussion
For this study clients who had experienced rupture in the therapeutic alliance were 
asked about their perceptions of the therapy where the rupture took place. This 
included their ratings of working alliance, therapist empathy and their attachment 
style to see if these were associated with the processes of rupture: rupture revelation, 
rupture resolution, rupture repair and leaving therapy after rupture. The main findings 
of this study were: (i) client rated working alliance and client rated empathy predicted 
whether a rupture in the therapeutic alliance was resolved, repaired and whether the 
client stayed in therapy after the rupture occurred, (ii) clients’ attachment styles were 
not associated with any rupture measure and (iii) rupture revelation was not predicted 
by either working alliance or empathy. Other findings of interest were that rupture 
severity was significantly associated with rupture revelation as well as rupture 
resolution, repair and leaving therapy after rupture. When reviewing the data it is 
important to consider they were collected after the rupture occurred and in most cases 
after the therapy had ended.
Working alliance
No evidence was found to support higher working alliance scores being associated 
with higher levels of rupture revelation. However, there was evidence to support 
higher working alliance being associated with higher levels of rupture resolution and 
rupture repair, thus providing support for part of Hypothesis 1. A complementary, but 
alternative conclusion could be that the retrospective recall of the rupture being 
resolved or repaired is a lens through which the participant scored highly on the 
working alliance scale. Either way the finding of associations between rupture 
resolution and rupture repair with working alliance adds to our understanding of some 
of the processes that may be occurring in successful therapy as both higher working 
alliance (Horvath & Bedi, 2002; Horvath & Bedi, 2011; Horvath & Symonds, 1991; 
Martin, Gaske, & Davies, 2000) and rupture resolution and repair (Safran et al., 2011) 
have been found to be associated with improved therapy outcomes.
The study also provides support for the role of working alliance in reducing therapy 
drop-out and in particular drop-out after rupture has occurred, supporting this aspect 
of Hypothesis 1. This gives support to previous research findings that weak working
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alliance is associated with higher therapy dropout (Piper et ah, 1999; Sharf,
Primavera, & Diener, 2010; Samstag et ah, 2008,).
Empathy
In this study no evidence was found to support higher empathy scores being 
associated with higher levels of rupture revelation. However, this study did find 
evidence to support higher empathy scores being associated with higher levels of 
rupture resolution, rupture repair and not leaving therapy after rupture, thus leading to 
support for part of Hypothesis 2.
Empathy in the BLRI scale, used in this study, is concerned with the client feeling that 
the therapist is able to recognise their feelings either by understanding explicit 
explanations or picking up on inferences without the therapist’s own ideas and 
feelings getting in the way (Barrett-Lennard, 1962). The focus on client perception of 
therapist empathy is important as therapists may feel they are being empathie when 
clients do not perceive this (Bums & Auerbach, 1996). The finding concurs with 
previous research, which found that empathie failures reduced mpture resolution 
(Stmpp, 1980). It seems that empathy can be about attunement to clients needs and 
this attunement may be part of why working alliance and empathy are both associated 
with the mpture resolution process and will be explored in the next section.
Working alliance and empathy
In the current study working alliance and empathy scores were highly and 
significantly correlated (r=.84, p= <.001). This is higher than the correlation 
coefficient between empathy and working alliance found in previous studies (r= .49, 
Fuertes, et al., 2007; r= .52, Horvath & Greenberg, 1989). In another study, therapist 
relationship conditions, including empathy, have been found to significantly predict 
working alliance (Watson & Geller, 2005). The inter-relationship may be best 
explained by the significant mediating effect of working alliance on the therapist 
relationship conditions, including therapist empathy and therapy outcome (Watson & 
Geller, 2005). This suggests that client perceived therapist conditions, including 
empathy, facilitate the working alliance supporting the finding in this study that
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therapists who are perceived as empathie can also facilitate rupture resolution, rupture 
repair and clients not leaving therapy after rupture.
Empathy and working alliance as related but different concepts is supported by 
research with clients about how they experience a good therapeutic alliance 
(Bachelor, 1995). Some clients prefer a nurturing alliance with high levels of trust 
with an active therapist and a feeling of ease, some a more insight orientated therapy 
with more focus and challenge, and some a sense of collaboration with less therapist 
involvement (Bachelor, 1995). In addition, there are differences in the type of alliance 
preferred by different cultures (Jim & Pistring, 2007) and sexualities (Israel,
Gorcheva, Bums, & Walther, 2008). Understanding what type of alliance a client will 
find helpful is necessary and so the use of empathy and therapist relational skills is 
likely to be helpful in negotiating the goals and tasks of therapy. This is supported by 
the same research, which indicated that a good alliance included similar constructs to 
empathy such as respect, listening, tmst, therapist competence and understanding 
(Bachelor, 1995).
Client attachment style
No evidence was found to support avoidant attachment style being associated with 
mpture revelation, mpture resolution, mpture repair and leaving therapy after mpture, 
thus leading to the rejection of Hypotheses 3. In addition no evidence was found to 
support anxious attachment style being associated with mpture revelation, mpture 
resolution, mpture repair and leaving therapy after mpture, thus leading to support for 
Hypotheses 4.
This lack of association may be due to several reasons. Firstly, the process of therapy 
may mean that therapists adjust their responses to different client attachment styles 
(Hardy, Stiles, Barkham, & Startup, 1998; Rubino, Barker, Roth, & Fearon, 2000). 
This may mean the stylistic differences are evened out by the therapist, leading to less 
of an impact on the processes of mpture in therapy or the working alliance (Baldwin, 
Wampold, & Emel, 2007).
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Secondly, the data regarding association between working alliance and attachment are 
contradictory. This study found a significant correlation between anxious attachment 
and working alliance, but not avoidant attachment and working alliance. This concurs 
with recent meta-analysis, which found that secure attachment was linked to 
successful therapy outcome and anxious attachment to poor outcome, but no 
correlation was found for attachment avoidance (Levy et al., 2011). However, other 
studies have found that avoidant attachment style was negatively correlated with 
working alliance, but anxious attachment was not (Bachelor et al., 2010; Byrd et al., 
2010).
Thirdly, these conflicting results may be due to controversies in measuring attachment 
style as self-report measures have weak correlation (r = .09) with interview methods 
such as the Adult Attachment Interview (AAI, Roisman et al., 2007). Self-report 
measures have been criticised as measuring the state of attachment style in current 
relationships rather than as a trait over time (Crowell et al., 2008) and also the scales 
can give weak correlations between types of relationship such as partner vs. parent 
(Fraley et al., 2011). This means that the clients in the study may have tended towards 
a different attachment style with their therapist than the one they expressed about 
relationships in general in the scale used. In addition, self-report measures tap into 
consciously held attachment patterns and do not measure unconscious attachment 
such as measured in the AAI (Crowell et al., 2008). Client relational difficulties 
regarding rupture processes may not have construct validity as research has found that 
ruptures in the alliance did not correlate with clients’ relational styles (Sommerfield et 
al., 2008). Social issues such as race, education and socio-economic status may be 
more appropriate client factors to consider, as these are more relevant to therapy drop 
out (Wierzbicki & Pekarik, 1993).
Rupture revelation, rupture severity and measuring rupture 
Rupture revelation was not associated with either client ratings of working alliance or 
perceived empathy. These findings do not concur with Rhodes et al., (1994) that 
rupture was more likely to be revealed if the relationship with the therapist felt safe. 
From this study it seems that regardless of the strength of the alliance or perceived 
empathy, clients can keep the rupture from their therapist. Keeping ruptures hidden
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from their therapist occurred in 39% of participants in this study and is similar to the 
levels of revelation in previous research (Rhodes et al., 1994) concurring with other 
research which indicates that not all ruptures are revealed (Hill et al., 1993; Hill et al., 
1992; Regan & Hill, 1992; Thomson & Hill, 1991). Previous research has identified 
that clients can keep ruptures hidden to protect the working alliance (Rennie, 1994, 
Williams & Levitt, 2008). Or, they may be concerned about therapist anger 
(Dalenberg, 2004). This may well be protective for clients as other studies have found 
that therapists do not always respond well to ruptures as they can rigidly follow 
therapy protocols rather than address relational concerns (Safran et al., 2001; Piper et 
al., 1999).
A previous study found that revelation was linked to better outcome even if it was not 
resolved (Rhodes et al., 1994). However, in this study rupture revelation was not 
associated with the process of resolution (%^  = 4.04, p=. 133), repair = 1.52, 
p=.467) or deciding to leave therapy (x^ = .1, p=.952) and therefore there was no 
support for rupture revelation in improving therapy outcome.
The only significant association with rupture revelation in this study was rupture 
severity; increased rupture severity was associated with rupture revelation and leaving 
therapy after rupture and decreased severity was associated with rupture resolution 
and repair. However, this measure of severity of rupture was not validated and so 
results should be interpreted with caution. Though a scale has been used in some 
studies that seek to measure rupture intensity from 1 to 5, it has not undergone 
reliability and validity testing (Muran et al., 2009). It would be helpful if a valid and 
reliable rupture scale was developed so that levels of rupture could be compared as 
currently the definition of rupture covers events from a minor misunderstanding up to 
an event so serious it leads to therapy termination (Safran et al., 1990). In addition, a 
qualitative study exploring clients’ perspective on rupture indicated that rupture for 
them was a major event (Jopling, 2011).
In this study another possible difficulty in rupture measurement was identified 
regarding rupture resolution and rupture repair. In the study rupture resolution meant 
that the tension or breakdown was resolved; rupture repair meant that the working
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relationship with the therapist was repaired. In this study 42% of participants reported 
that the rupture had been resolved and 45% that the rupture had been repaired. Of the 
108 participants, 83% gave the same answers to both the rupture resolved and rupture 
repaired questions and a chi-squared test found highly significant associations 
between them 113.98, p= <. 001). It is therefore possible that the questions are 
measuring the same or a similar concept, even though in reality rupture resolution, i.e. 
working through the difficulty may have occurred without the working relationship 
being repaired, or vice versa. The differences between resolution and repair are 
discussed in some papers (Safi-an et al., 2001), however it seems in other literature that 
the terms can be used interchangeably. As with rupture severity a validated and 
reliable measure would be helpful in exploring these differences.
Rupture and leaving therapy
Clients leaving therapy earlier than planned, known as premature termination, is a 
significant issue in mental health care, with estimates ranging from 19% (Swift & 
Greenberg, 2012) to 47% (Wierzbicki & Pekarik, 1993) of therapies ending 
prematurely and has been called the “skeleton in the therapy closet” (Prochaska, 1999, 
p. 235). In this study 39% of participants reported that they had left therapy due to the 
rupture. For unresolved ruptures 68% of clients left therapy due to the rupture 
compared to 8% clients who left therapy when the rupture was resolved (%^=41.99, 
p<.001). This gives support to the role of rupture resolution in reducing therapy drop 
out.
Limitations of the study andfuture directions
The measures in this study took place after the rupture had occurred and in some cases 
after the therapy had finished. This may have impacted the results as attachment 
perceptions may have changed following therapy (Travis, Bliwise, Binder, & Home- 
Moyer, 2001) and the memory of alliance and empathy may have been impacted by 
the participants’ recall of the rupture being resolved. A further limitation of this study 
was the potential impact of therapist factors and the interpersonal relationship between 
client and therapist that were not explored. For example, therapist attachment style 
can impact on therapeutic alliance (Black, Hardy, Turpin, & Parry, 2005; Rubino et 
al., 2000). Future studies using in-therapy methods would be helpful to clarify and
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expand the findings of this study. In addition, as previously discussed, a validated 
rupture questionnaire would allow better research comparisons and facilitate greater 
understanding of rupture.
The participants in this study were predominately white British (67%) and so caution 
would be needed to generalise findings across cultures. In addition, the cultural 
differences between therapist and client would also be helpful to understand as there is 
a significant association between client rated therapist multicultural competence and 
client perceived working alliance and empathy (Fuertes et al., 2006). It would be 
helpful in future research to consider the impact of these findings with different client 
and therapist ethnicities.
The majority of the participants in this study (70%) were therapists (this included 
therapists in training). T- Tests were conducted on the working alliance, empathy and 
attachment style scores of therapists compared to non-therapists. The only significant 
difference was for avoidant attachment scores, with the means being higher for non­
therapists than therapists, indicating that in this study therapists tended to have a less 
avoidant attachment style than non-therapists. Cross-tabulations and chi-squared tests 
were used to examine whether the dependent variables, i.e. rupture revelation, rupture 
resolution, rupture repair and leaving therapy after rupture differed between the 
groups and no significant differences were found. However, it would be useful to 
study rupture processes with clients who have not taken part in therapy training.
Implications for clinical practice
This study gives further support to therapists providing an empathie environment in 
which to develop a good working alliance. Specifically this is likely to increase the 
probability of rupture resolution, repair and not leaving therapy after rupture. Both the 
Working Alliance Inventory (WAI-S, Tracey & Kokotovic, 1989) and BLRI (Barrett- 
Lennard, 1962) can be used in therapeutic settings; as therapists are not always aware 
of ruptures in the therapeutic alliance (Hill et al., 1993; Regan & Hill, 1992) it may be 
useful to use these tools to provide an environment for rupture resolution. In addition, 
these measures could be part of a training toolbox for trainees (Kaslow et al., 2009) to 
improve relational skills and emotional understanding (Rieck & Callahan, 2013).
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specific therapist training to reduce the continuing negative effects of rupture in 
therapy have been developed including: increasing therapist empathy (Bums & 
Auerbach, 1996), improving mpture recognition and consequent resolution (Safran et 
al., 2011) and a humanistic framework for cognitive therapy (Constantino et al.,
2008). These types of intervention include the therapist exploring the mpture in a 
non-defensive way, being empathie about any emotional reaction regarding the 
mpture and taking appropriate responsibility for the mpture (Constantino et al., 2008). 
All these therapy interventions have support for improving therapy outcome (Bums & 
Auerbach, 1996; Constantino et al., 2008; Safran et al., 2011).
Conclusion
The results of this study give support to the role of increased working alliance and 
therapist empathy in predicting the likelihood of mptures being resolved and repaired 
and decreasing the likelihood of leaving therapy after mpture. This adds to, and 
concurs with, previous research that indicates the role of working alliance and client 
perceived therapist empathy in therapy outcomes (Norcross & Wampold, 2011). The 
lack of finding in client attachment style adds to the contradictory evidence from 
previous client attachment studies suggesting further research is needed (Levy et al., 
2011). The only measure that was significantly associated with mpture revelation was 
mpture severity, however the scale used was not validated. There is a need to develop 
mpture scales to clarify how severity can impact on mpture processes and to be clear 
about how mptures are resolved and repaired.
This study also provided support for resolved mptures being associated with not 
leaving therapy after a mpture. With therapy dropout being the “skeleton in the 
therapy closet” (Prochaska, 1999, p. 235) this supports the concept of the importance 
of mpture resolution and repair in successful therapy (Safran et al., 2011). The study 
was limited by the collection of data after the mpture had occurred, and in some cases 
after the therapy had ended. However, this may have given participants time to 
process the mpture and their experience of therapy. Future research with current 
therapy dyads would be helpful to further understand the processes explored in this 
study, including mixed-culture therapy dyads.
186
This study gives support for the importance of clients and therapists working together 
towards a strong working alliance and for therapists to empathically attune to their 
clients. As therapists are not always aware that a rupture has taken place (Hill et al., 
1993; Regan & Hill, 1992) or that a client has not perceived their empathy (Bums & 
Auerbach), this supports the idea of using the measures used in this study of the 
Working Alliance Inventory (WAI-S, Tracey & Kokotivic, 1989) and client rated 
empathy scale (BLRI, Barrett-Lennard, 1962) either in practice or in the training of 
therapists. The findings from this study contribute to the practice and training of 
therapists as it gives support to relational factors in working with clients.
[Self-reflection
In writing this self-reflection I hope to convey the personal interests and experiences 
that have led me to research clients’ experiences of mpture in therapy. All of my 
research, including this study, have focused on clients’ experience of therapy and 
were originally inspired by Emesto Spinelli (2003, p. 189) urging counselling 
psychologists to with and be for  their clients”. In previous qualitative research my 
focus was on "being with ’ the participants to hear their experiences. In this 
quantitative research I hope to represent clients and "befor’ihem as I seek to add to 
the knowledge base about their experiences of mpture. In addition, the concept of a 
client who can negotiate what they want and need from therapy, an “active self­
healer” (Bohart & Tallman, 2010, p. 94), is meaningful for me as a client of therapy 
myself, when working with clients as participants in research, and in therapeutic work.
Exploring the therapeutic relationship has also been a thread through my research 
projects, including this study. It has been debated whether techniques or therapy 
relationships are the most effective aspects of therapy (Norcross & Lambert, 2011). 
However, as I have practiced in three different models of therapy: person centred, 
psychodynamic and cognitive behavioural therapy, it has been clear to me that the 
techniques used by each model will not be effective without a therapeutic relationship 
between myself and the client. This concurs with the view that it is unhelpful that: 
“The culture wars in psychotherapy dramatically pit the treatment method against the 
therapy relationship” (Norcross & Lambert, 2011, p. 3). This ‘culture war’ does not
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help me when I am in the room with clients and my interest lies with exploring the 
therapeutic relationship as integral to technique, not an either / or issue.
My interest in ruptures in the therapeutic relationship came from my own experience 
as a client when I felt unable to tell my therapist about a rupture in our first session. 
This led me to not starting therapy with this therapist. Though I can now reflect that it 
may have been helpful for me to work through my initial feelings, this inspired me to 
conduct a literature review on clients’ experience of ruptures in the therapeutic 
alliance, which in turn led me to wanting to explore what rupture means for clients 
using qualitative methods. After I conducted my qualitative research on clients’ 
experience of ruptures in the alliance I wanted to find out more about how ruptures 
could be revealed to the therapist and resolved. I have also had an enduring interest in 
empathy and one of the themes of the qualitative study centred on difficulties in 
perceived empathy. I started to be curious if these aspects of the therapeutic 
relationship could predict if ruptures could be resolved and revealed.
As the research question started to form it became clear to me that quantitative 
research would be helpful to explore this area to test associations. I acknowledge 
there are limits on what quantitative methods can achieve (McLeod, 2003), as I am 
missing out on the rich stories of the participants who experienced rupture. However, 
as I recruited participants and collected data over three months I interacted with 
people who were interested in my study. It was through these interactions that I felt 
even more strongly that I wanted to represent the clients’ point of view, as people 
made comments to me in their emails about feeling valued by being asked about their 
experience. I also became acutely aware of the trust that is placed in quantitative 
researchers as we put numbers into a computer package that represent peoples lived 
experiences and I wanted to honour the time and commitment the participants had 
shown in answering the questionnaire.
Having considered the factors described above, I decided to explore clients’ 
experiences of rupture in the therapy relationship using quantitative methods. To 
guide me through this I found an analogy helpful: “the therapy relationship is like a 
diamond, a diamond composed of multiple, interconnected facets.” (Norcross &
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Lambert, 2011, p. 6). We can try to look at various aspects of the therapy 
relationship, as diamond experts do, looking at size, clarity and brilliance. However, 
these measurements cannot fully capture the beauty of the diamond and the feeling the 
person has when they choose a diamond. Each diamond is unique, but it does exist 
and we can describe some of its ‘diamondness’. Each therapeutic relationship exists 
and I wanted to describe some of its facets.
As described earlier I chose this research to look at clients’ perceptions of ruptures in 
therapy. Though my choice can be justified, as clients’ perceptions of working 
alliance and empathy predict therapeutic success better than therapists’ or observers’ 
(Elliott et al., 2011; Horvath & Bedi, 2011), it is only one perspective. Other valuable 
perspectives could include the therapists’, the client’s family, the perspective of both 
client and therapist and the perspective of an observer. For now I am content that I 
have prized clients’ perspective and given voice to a group that does not have the 
privileges of being represented by professional bodies, as therapists are.
I would like to end this self-reflection with a hope that I have described some of the 
facets of the therapy relationship and brought some further understanding of how 
ruptures could be resolved in therapy. Just as a diamond can be polished to be the 
best it can be, so a therapeutic relationship can be maximised under certain conditions. 
I hope this research can add to the existing knowledge about the importance of 
empathy and working alliance between client and therapist.]
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Appendix I -  Participant information tables 
Table 1
The means and standard deviations for comparison of therapist and non-therapist 
scores on the independent variables
WAI-S BLRI-Empathy ECR-S Aux ECR-S Av
Mean SD Mean SD Mean SD Mean SD
Therapist 51.24 16.06 6.77 21.52 22.57 6.72 17.01 6.42
(n=79)
Non-therapist 48.38 18.04 .07 24.37 23.21 7.82 22.10 7.17
(n=29)
Key: Anx = anxiety scale, Av = avoidance scale 
Table 2
The t-test for equality of means for comparison of therapist and non-therapist scores 
on the independent variables
n=108 t df P
WAI-S -.794 106 .429
BLRI-Empathy -1.38 106 .169
ECR-S Anxiety .42 106 .677
ECR-S Avoidance 3.54 106 .001
Table 3
Dependent variable responses by therapists and non-therapists withL chi-isquared
n=108 Yes (n) No (n) Not sure (n) P
Dependent variable th non-t th non-t th non-t
Rupture revealed 47 19 32 10 n/a n/a .321 .571
Rupture resolved 36 9 31 13 12 7 2.20 .332
Rupture repaired 40 9 25 12 14 8 3.4 .183
Leave therapy 26 13 49 14 4 2 1.65 .438
Key: th= client who has also trained or is in training as a therapist
non-t = client who has not trained as a therapist
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Table 4
Participant ethnicity
n=108 Number Percent
White British 72 66.7%
White Irish 6 5.6%
White Other 16 14.8%
White and Black Caribbean 1 .9%
White and Black African 1 .9%
White and Asian 1 .9%
Mixed Other 3 2.8%
Indian 2 1.9%
Pakistani 1 .9%
Asian Other 1 .9%
Black or Black British Caribbean 3 2.8%
Chinese 1 .9%
Table 5
Participant employment status
n=108 Number Percent
Employed full-time 34 31.5%
Employed part-time 25 23.1%
Student 33 30.6%
Not currently in paid employment 16 14.8%
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Table 6
Therapy details of participants
n=108 Yes No
Number Percent Number Percent
Still in therapy where rupture took place 31 28.7% 77 71.3%
Weeks in therapy where rupture took place
6 weeks to 6 months 32 29.6%
6 months to 1 year 20 18.5%
1-2 years 18 16.7%
2-5 years 38 35.2%
Length of time ago that therapy ended
6 weeks to 6 months 13 12%
6 months to 1 year 12 11.1%
1-2 years 12 11.1%
2-5 years 39% 36.1%
Still in therapy where rupture took place 26 24%
Not sure 1 .9%
Not answered 5 4.6%
Length of time after the rupture therapy ended
Under 6 weeks 30 27.8%
6 weeks to 6 months 28 25.9%
6 months to 1 year 9 8.3%
1-2 years 3 2.8%
2-5 years 6 5.6%
Still in therapy where rupture took place 29 26.9%
Not sure 1 .9%
Not answered 2 1.9%
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Table 7
Type of therapy where rupture took place
n=108 Number Percent
Psychodynamic / analytic 25 23.4%
Integrative /eclectic 22 20.4%
Humanistic/person centred 11 10.2%
Existential 6 5.6%
CBT 5 4.6%
Transactional analysis 5 4.6%
Transpersonal /psychosynthesis 5 4.6%
Other 5 4.6%
Other not-specified 10 9.3%
Not answered 14 13%
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Appendix II -  Distribution Tables 
Table 1
Statistics summarising the distribution of independent variables
Independent variables skewness SE kurtosis SE
WAI-S .051 .23 -.93 .46
BLRI-empathy -.09 .23 -1.12 .46
ECR-S anxiety .8 .23 -.31 .46
ECR-S avoidance .46 .23 -.71 .46
Table 2
Histogram of distribution of scores on the WAI-S scale
Histogram
Mwin »  S0.47
Scd, Dev. -  16,; 10#
40.00 00.00
Totalwai
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Table 3
Histogram of distribution of scores on the BLRI-empathy scale
Histogram
Dev, «  72.4 
N «  10»
Totalemp
Table 4
Histogram of distribution of scores on the ECR-S anxiety scale
Histogram
N- 10*
20.00 )0.00  40.00
Totaianxlety
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Table 5
Histogram of distribution of scores on the ECR-S avoidance scale
Histogram
Tidjoo
Mean # 18.38 
Std. Dev. * 5 .9 7 2
15.00 20.00 25
Totalavold
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Appendix III -  Questionnaire (Excluding Barrett-Lennard Relationship Inventory and 
the Working Alliance Inventory)
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...... ...............
Thank you for considering taking part in this 
research.
UNiVERSrrY OF
SURREY
Please enter the pass code you were given in the email.
Thank you. We would now ask that you read an information sheet. You will be asked to indicate if 
you would like to take part in the study. We will also be asking eligibility criteria to see if you meet 
the guidelines for the study. Thank you again for your time and consideration.
I Informed consent information page  
Dear participant^
Thank you for considering taking part in this research. Please read this information sheet to see if 
you would like to take part in the study.
Introduction
My name is Rowena Jopling and I am conducting research into understanding clients' views on 
therapy as part of my Doctorate at the University of Surrey. In particular, I am interested in your 
experience of tension or breakdown in the working relationship with your therapist which may have 
been resolved or unresolved. The difficulties may have occurred in just one session or over several 
sessions.
Taking part and withdrawal from the study
Your participation in this research is entirely your decision and you have the right to withdraw at 
anytime by exiting the survey before completion. Your responses will be anonymous and you will 
not be asked details of your therapist. Please note, it will not be possible to provide individual 
feedback on your responses. If you wish to be entered into a prize draw of 5 £20 Amazon vouchers 
you will be asked to send an email to the researcher to request this. Your email address will be 
treated confidentially. Your questionnaire responses will remain anonymous, as it will not be 
possible to link them with your email address.
Starting the study
The questionnaire focuses on the working relationship with your therapist. Near the end of the 
questionnaire there is a small section where we will ask you to consider your general relationship 
style. If you wish to take part, you will be asked to complete a short screening questionnaire to 
understand if your experiences match the purpose of this study. If they do and you wish to continue 
you will be asked to spend 15-20 minutes filling in the electronic questionnaire.
Please note you can withdraw at any time during the questionnaire and non-completion will be 
deemed as an indication of your withdrawal.
How your responses will be analysed
The questionnaire will then be analysed along with other responses and the findings will be written 
up into a report, which may be submitted for publication. The data will be password protected and 
only the researcher, Rowena Jopling, research supervisor, Linda Morison and research technician, 
Andrew Barnes will have access to the data. In addition the research report will not make individual 
responses identifiable.
Other useful information
Any complaint or concerns about any aspects of the way you have been dealt with during the course 
of the study will be addressed. Please contact Linda Morison, Research Supervisor on 
i.morison@surrey.ac.uk . This study has received a favourable ethical opinion from the Ethics 
Committee of the Faculty of Arts and Human Sciences at the University of Surrey. If this study has 
raised issues about your therapy and you would like to explore this further, then you can request a 
list of therapy providers at the end of the survey.
Thank you very much, please feel free to contact me by email on r.toplinq@surrev.ac.uk if you have 
any further questions.
You will now be directed to the consent form.
Yours Faithfully,
Rowena Jopling
Counselling Psychologist In Training
Psych.D (Cand.) Psychotherapeutic & Counselling Psychology 
Department of Psychology 
University of Surrey
o
  ... -............ . / y : : . A ,  ;......
C- Consent Form
• I agree to take part in the study that seeks to understand clients' experience of tension or 
breakdown in the working relationship with their therapist.
• I have read the Participant Information Sheet and understand the nature of the study. I have 
been given a full explanation of the study and my involvement in it.
• I feel I understand enough about the study to take part.
• I agree to take part in the study and to co-operate fully.
• I understand that my personal data will be treated confidentially in the study and will be 
processed in accordance with the 1998 Data Protection Act.
• I understand that the report may be submitted for publication.
• I have had sufficient time to think about participating in this study.
• I am not currently experiencing mental distress.
Do you agree to go on?
O  I confirm that I have read and understood the above and freely consent to participating in this 
study.
Q  I do not wish to participate in this study.
Participant Screening Questionnaire
Thank you for consenting to take part in this study. We would now ask that you complete this 
screening questionnaire to understand if your experiences match the purpose of the study.
Are you aged between 18 and 75 years? 
O  Yes
O No
Do you live in the UK?
O ves
O no
Have you had at least 6 weeks of continuous therapy with one therapist?
O Y e s
O N o
Was the therapy non-NHS?
O Y e s
Q no
Did the therapy take place within the last 5 years?
O Yes 
O No
Can you recall a tension or breakdown in the working relationship with your therapist? This could be 
resolved or unresolved and occurred over one session or several sessions.
O Y e s
Q N o
I can confirm that I am not suffering from mental distress 
O Y e s  
O  No
o  o
Questionnaire
Thank you. Your answers on the screening questionnaire indicate that your experiences do match 
the purpose of the study.
The first part of the questionnaire will begin by asking for some information about you.
Please could you answer the following questions.
What is your gender? 
@  Female 
O  Male
What is your age? 
years
What ethnicity do you consider yourself to be? 
O White British 
Q White Irish 
O White Other!
O White and Black Carribbean 
O White and Black African 
O White and Asian 
O Mixed Other!
O Indian 
O Pakistani 
O  Bangladeshi 
O Asian Other!
O Black or Black British Caribbean 
O Black or Black British African 
O Black or Black British Other!
O Chinese
O Other! I
What is your employment status?
O Employed full-time 
O Employed part-time 
O Student
O Not currently In paid employment
Are you currently in the therapy where the tension or breakdown in the working relationship with 
your therapist took place?
@ Y e s
0  No - but I am in another therapy 
O  No - I am not currentiy in therapy
Are you a trainee psychologist, psychotherapist or counsellor?
O Y e s  
O No
Are you a psychologist, psychotherapist or counsellor?
O Y e s
ONo
..
For the next few questions please consider the therapy that the tension or breakdown in the 
working relationship with your therapist took place. Please note the tension or breakdown could 
have been resolved or unresolved and have occurred In just one session or over several sessions.
Please estimate how many weeks you were in therapy- or if that therapy is still going on, please 
say how many weeks you have been in therapy
O  6 weeks to 6 months 
O  6 months to 1 year 
O  1-2 years 
O  Over 2 years 
O  Not sure
If you know the type of therapy you had or are having please indicate below:
- If the therapy has ended please can you indicate how long ago it ended? 
O  6 weeks to 6 months 
O 6 months to 1 year 
O 1-2 years 
O  2-5 years
O Still in the therapy where the tension or breakdown took place 
O Not sure
Did you tell your therapist that you were experiencing tension or a breakdown in your relationship?
O Yes 
0  No
Did the tension or breakdown in the relationship resolve?
0  Yes 
0 N o  
Not sure
Did the working relationship with your therapist repair? 
0 Yes 
0 No
@  Not sure
Did the tension or breakdown in the relationship make you decide to leave therapy? 
0  Yes
Q N O
O  Not sure
How long after the tension or breakdown in the relationship did you end therapy? 
O  Under 6 weeks 
Q  6 weeks to 6 months 
Q 6 months to 1 year 
O 1-2 years
o  2-5 years
O still in the therapy where the tension or breakdown took place 
O  Not sure
Please rate the severity of the tension or breakdown in the working relationship with your therapist 
out of 10, with 10 being the most severe.
0 3 6 # 7  0 8 10
O
You have now reached the last section of the survey. This section is NOT about the working 
relationship with your therapist.
This section is about how you feel in your close relationships, such as with romantic partners, close 
friends or family. We are interested in how you generally experience relationships, not just what is 
happening in a current relationship.
Please respond to each s ta tem ent by indicating how much you agree or disagree with it and mark 
your answer in the box provided.
Strongly
disagree Disagree
Slightly
disagree Neutral
Slightly
agree Agree
strongly
agree
It helps to turn to others in 
times of need o o o o o o o
I need a lot of reassurance 
that I am loved by others
I want to get close to others, 
but I keep pulling back
o  '
o o o
o
o
B
o
' o ' -
o
I find that others don't want 
to get as close as I would I l l i i iS i® ! liiiiill
I turn to others for many 
things, including comfort and 
reassurance
G o g
My desire to be very close 
sometimes scares people
I try to avoid getting too 
close to others
I do not often worry about 
being abandoned
o
0
o
o
o
o
o
o
o
o
o
I usually discuss my 
problems and concerns with 
others
o 0 G o
I get frustrated with others 
when they are not available 
when I need them NBI
I am nervous when others 
get too close to me o o o o o o
I worry that others won't care 
about me as much as I care 
about them
Experiences in Ciose Relationships Scale -  Short Form. Wei, et al., 2007
Thank you for your tim e and participation. f  u n iv e r s i t y o f
#  S U R R E Y
Thank you for taking part in this research, which seeks to explore clients' 
experience of tension or breakdown in the working relationship with their 
therapist.
As previously indicated, your responses will be treated confidentially and anonymity will be 
preserved in written reports.
If you have any concerns about the research and you can contact the Research Supervisor 
l.morison@surrev.ac.uk.
If you would like a list of therapy providers please contact the researcher r.ioDlinq@surrev.ac.uk.
If you would like a copy of the final research findings please contact the researcher 
r.ioDling@surrev.ac.uk.
Finally, to thank you for your time and participation we would like to give you the opportunity to 
enter a draw for 5 £20 Amazon vouchers. If you would like to do this please contact the researcher 
by February 2013 -  r.1oplina@surrev.ac.uk
Thank you for your time.
Yours Faithfully
Rowena Jopling
Counselling Psychologist In Training
Psych.D (Cand.) Psychotherapeutic & Counselling Psychology 
Department of Psychology 
University of Surrey
Thank you for your interest in the study. £  u n î v e r s i t y o f
This confirms that you have withdrawn from the study and no longer wish to 
proceed.
Should you have any further queries please contact the researcher r.ioDlinq@surrev.ac.uk Or 
Research Supervisor on l.morison@surrev.ac.uk
P o w e red  by S aw too th  S o f tw a re ,  Inc.
Thank you for your interest in this study. C u n î v e r s i t y o f
#  S U R R E Y
You have marked an answers that indicates that you are not eligible to take 
part in this study.
We do appreciate your time so far.
Should you have any further enquiries please contact the researcher - r.ioDlina@surrev.ac.uk or the 
Research Supervisor -  l.morison@surrev.ac.uk.
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Mrs. Rowena Jopling
University of Surrey, UK
Psychology
6 3  Kingston Lane
Greater London United Kingdom
tw iiç h n
United Kingdom February 15 , 2 0 1 2
LIMITED COPYRIGHT LICENSE (ELECTRONIC) #  2 0 1 2 1 5 2 ,0 6
Dear Mrs. Jopling
You have permission to use the Working Alliance Inventory (WA!) for the
Investigation:
''The role of therapist empathy, client attachment and client perception 
of working alliance on therapeutic alliance rupture resolution*"
This limited copyright release extends to all forms of the WAI for which I hold 
copyright privileges, but limited to use of the Inventory for not-for-profit 
research, and does not Includethe right to publish or distribute the 
Instrumentes) In any form.
I would appreciate if you shared the results of your research with me when your 
work Is completed so I may share this information with other researchers who 
might wish to use the WAI. If I can be of further help, do not hesitate to contact
me.
Dr. Adam O. Horvath 
Professor
Faculty o f  Education and 
D epartm ent of  Psychology
Ph# (7 7 8 ) 7 8 2 - 3 6 2 4  
Fax: (7 7 8 ) 7 8 2 - 3 2 0 3  
e-mail: horvath(g)sfu.ca
Internet: http://ww w .educ.sfu.ca/al(iance/a((ianceA
G o d f r e y  T.  B a r r e t t - L e n n a r d
110A Empire Ave., Wembley Downs, WA. Australia 6019 
Email: gt_barrett-lennard@iinet.net.au 
April 1, 2012
Mrs. Rowena Jopling 
University of Surrey,
United Kingdom
Dear Ms. Jopling
This le tter confers my formal permission for your research use of the Barrett-Lennard 
Relationship Inventory (BLRI), in accord with the conditions mentioned below. Please note 
these conditions and retain this letter.
1. (a) This permission covers your preparation and use of up to two hundred and fifty 
(250) copies altogether of the Inventory. These may used in your immediate study and/or 
any future research that you conduct, collaborate in or personally supervise.
(b) This agreement covers applications of the instrument in research and training- 
educational contexts. It excludes use of the Relationship Inventory in private fee-paying 
practice for diagnostic or related practice purposes. (If this exclusion prevents any later 
application you desire, write again about the further use you seek my agreement to.)
2. An associated condition calls on you to provide for my records the fu ll reference 
details (when they are available), of any research report or publication tha t includes 
results from use of the Rl under this permission. I would be a help to me if you can include 
a summary or abstract
3. The BLRI includes my last name in its title, and this should appear on all copies. If 
you wish to include the Inventory in a graduate thesis/dissertation  or any unpublished  
report of your work available to others, it is essential to clearly note that this inclusion 
has m y permission - which this le tter hereby provides in advance. Please note somewhere 
on the form to the effect that some subscales have been omitted with permission.
This consent does not extend  to publishing any whole or shortened form of the Rl in a 
journal article or book. It could be closely described in print, with a few illustrative items, 
together with mention of more detailed information sources, such as my report in the 
Greenberg/Pinsof volume (1986) or the pertinent chapter (#8 ) in my 2003 book.
I will be interested in the way your work with the Relationship Inventory develops, and 
look forward to knowing its outcomes.
Sincerely -
T p l p n h n n p -  I n t p rn a t i nn a l  4-fi1 R 7 n n / K 4 R R R R ^ R
:: Experiences in Close Relationship Scale - Short Form 15/07/2013 12
RE; Experiences in Close Relationship Scale - Short Form
Wei, Meifen [PSYCH] [wei@iastate.edu]
Sent:Wednesday, June 20,2012 12:54 PM 
To: Jopling RJ Mrs (PG/R - Psychology)
Please feel free to use It....see my website to download the scale...Best wishes to your study! 
Your topic is very interesting....
Meifen Wei, Ph.D.
Associate Professor 
Department of Psychology 
W112 Lagomocino Hall 
Iowa State University 
515-294-7534 (office)
515-294-6424 (fax)
http://www.psycholoqy.iastate.edu/-wei/
y
From: Jopling RJ Mrs (PG/R - Psychology) [r.jopling@surrey.ac.uk]
Sent: Wednesday, June 20, 2012 2:34 AM 
To: wei@iastate.edu
Subject: Experiences in Close Relationship Scale - Short Form
Dear Professor Wei,
[ am a final year Doctoral student in Psychotherapeutic and Counselling Psychology at the University of Surrey, United Kingdom. For my final year 
■esearch I am conducted a study into understanding
vhat can affect clients'disclosure of rupture in the therapeutic alliance to tfieir therapist. I am looking at using three measures: Working alliance : 
nventory, Empathy measured by the Barrett-Lennard
Relationship Inventory and the Experiences in Close Relationship Scale - Short Form.
[he reason I am writing to you Is to ask for permission to use to the scale. Also I  note from your web page ttiat this Is your area of interest, 
f you require further information I would be happy to send you a summary.
Tianks, 
ünd regards, 
towena Jopling
)s://amsprd0610.outlook.com/owa/?ae=ltem&t=IPM.Note&ld=Rg...W46iyoOAAAAAS%2fNAAAJ&a=Prlnt&pspid=_1373889073173_^968203409 Page 1 o
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